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Rauwiloid’ 


A Better Antihypertensive 


“We prefer to use 
alseroxvlon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.”’! Up to 80% of patients 
with mild labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 








1. Moyer, J.H.: J. Louisiana M. Soc. 
108:231 (July) 1956. 


A Better Tranquilizer, too 
**...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.’’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid® 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker tos anceus 
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ITPRONIAZID 


the psychic 
energizer 
is available 
only as 


MARSILID *ROCE 











oJ 


For information 
concerning new uses 
for this remarkable 
therapeutic agent 


see pages 36-37 


Marsilid® Phosphate — brand 


of iproniazid phosphate 





HOFFMANN-LA ROCHE INC 


NUTLEY 10 + NEW JERSEY 
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Aebensia V 


—greater antibiotic absorption - earlier 
= therapeutic blood levels - faster broad-spectrum 


action. 


Tetracycline Buffered with Phosphate. CAPSULES — (Pink) 250 mg., 
100 mg., (tetracycline HCI equivalents, phosphate-buffered.) SYRUP — Each teaspoonful (5 cc.) 
of orange-flavored syrup contains 125 mg. of tetracycline HCI activity, phosphate-buffered. 


dosage: 6-7 mg. per Ib. of body weight per day for children and adults. 





REMEMBER THE V WHEN SPECIFYING Fchonys ¥ 


LEDERLE LABORATORIES DIVISION, AMERICAN ‘CYANAMID COMPANY, 
PEARL RIVER, N. Y- *Reg. U.S. Pat. Off. 
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effective vulvovaginal therapy 


trichotine 


a detergent...a bactericide and fungicide... 
an antipruritic...an aid to epithelization... 


an aesthetic and psychosomatic adjunct 






Trichotine douches — incorporating the multiple 
advantages of sodium lauryl sulfate with the recognized 
values of other specific or adjunctive agents — may 

be prescribed as often as required in cases of nonspecific 
vaginitis and leukorrhea, subacute and chronic 
cervicitis, senile vaginitis, trichomoniasis, and moniliasis; 
hot packs are often quickly effective in pruritus vulvae. 






Concentrated solutions are useful for clean-up or swab 
treatment in the physician's office. 


VACID 


the 24-hour vaginal pH stabilizer 






The therapeutic value of continual maintenance 
of normal vaginal pH (4.0 to 4.5) is widely recognized 
in the treatment of monilial, trichomonal, and 
nonspecific bacterial infections and in cervicitis. 


One Vacid insert suppository will hold the pH of the 
vagina at the normal physiologic level for 24 hours. 
Symptomatic relief is noted usually the first day and 
progressive improvement continues until Doderlein 
bacilli replace the infecting organisms — usually 
within 7-14 days. 


Samples and literature on request... Full details in PDR. 


The Fesler Co., Inc. Stamford, Conn. 





DUP ee 











in allergic skin disorders 
METICORTELONE 


prednisolone Tablets 


greater potency and safety in short- and long-term therapy 


terminates induces 
the acute disorder promptly remissions in chronic skin diseases 
acute urticaria infantile eczema 
angioneurotic edema atopic dermatitis 
poison ivy dermatitis pruritus ani and vulvae 
and other contact dermatoses 








buff-colored tablets of A, ; 
1, 2.5 and 5 mg. a . COUNG 
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EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


CORTROPHIN-ZINC 


HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


Supplied in 5-cce vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

*Patent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin- 
Zinc Hydroxide 


Organon douclopnint 


ORGANON INC. * ORANGE, N. J. 
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@ well suited for prolonged therapy 
well tolerated, relatively nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 


@ chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


@ orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 





Ownnl 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724,720 








TO, Tranquilizer with muscle-relaxant action 
a td i) WALLACE LABORATORIES 
= = New Brunswick, N. J. 

% a coll SUPPLIED: 400 mg. scored tablets — 200 mg. sugar-coated tablets 

“ny, were dee pt AL DOSAGE: One or two 400 mg. tablets t.i.d. 

ati <a Literature and samples available on request 

WALLACE 
LABORATORIES 


CM-3706-R4 
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oa t WOLF & 
now “... care of the man WOLFF 


HUMAN 


as : ” 
rather than merely his stomach. GASTRIC 
FUNCTION 


— 


controls gastrointestinal dysfunction 


because it cares for the man 
At the cerebral level 


the tranquilizer Miltown in “Milpath” controls the 
psychogenic element in G. I. disturbances. (Miltown 
does not produce barbiturate loginess or hangover.) 


as well as his ‘stomach’ 


deidihexethyl iodide, in “Milpath” 
te prevent hypermotility and 


prescribe: 
1 tablet t.i.d. at 
mealtime and 
2 at bedtime. 
Formula: 


Literature and samples on request 


WALLACE LABORATORIES New Brunswick, N. J. 
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designed 
for 
control of 


diarrhea 


AND 
RELIEF OF INFLAMMATIONS 
AND ACUTE UPSETS OF THE 
GASTROINTESTINAL TRACT 


Each fluidounce contains: 


PHENOBARBITAL Va gr. (16.2 mg.) 
HYOSCYAMINE SULFATE 0.1286 mg. 
ATROPINE SULFATE 0.0250 mg. 
HYOSCINE HYDROBROMIDE 0.0074 mg 

Sedative and Antipasmodie 
KAOLIN, COLLOIDAL 90 gr. (6 Gm.) 
PECTIN 5 gr. (0.32 Gm.) 


Adsorbent and Detoxicant 


SODIUM 6 mEq. 
POTASSIUM 4 mEq 


lon Replacement 


IN A SPECIAL ALUMINUM HYDROXIDE GEL 


Antacid 


USUAL ADULT DOSE 


1 OR 2 TABLESPOONFULS 
EVERY 3 OR 4 HOURS 





os 











W VANPELT & BROWN, INC., Richmond 4, Va. 
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permits high dosage, 
more effective diuresis in more patients 





The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 





patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel' studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states” 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d., is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 






- Settel, E.: Rolicton® (Aminoisometradine),a | ike , 
- 7 > : : ° : t le 

New, Nonmercurial Diuretic, Postgrad. Med. Normal glomerulus, s a 

21:186 (Feb.) 1957. musculature, glomerular epithelial 

. Assali, N. S.: Personal communication, May podocytes, and “epitheloid”’ muscle 2 

28, 1956. cells of vas efferens Re 


N 


Cradle 
Song 
fora 

Restless Child 


As pacifying as a rocking chair, 
Butisol is like a lullaby. It gives a 
gentle nudge over the threshold of sleep. 


BUTISOL SODIUNM® 


BUTABARBITAL SODIUM 





‘\ (MeNEIE) 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 





ey 
“~ TABLETS 15 mg. (4 gr.), 30 mg. 
A) (Aor... 50 mg. (% gr.), 100 mg. 
GYgr.), R-A (Repeat Action) 
30 mg.and6Omg. 


ELIXIR, 30 mg. (2 gr.) 
perS cc. 


CAPSULES, 
100 mg. (14 gr.) 





more CERTAIN 


(whether toxic, neuromuscular 
or emotional in origin) 











more COMPREHENSIVE in 
therapeutic effects 


e adsorbs toxins e soothes mucosa 
e reduces hyperperistalsis ¢ neutralizes hyperacidity 
e eases emotional tension 


DONNAGEL &) 


(DONNATAL WITH KAOLIN AND PECTIN COMPOUND) 





Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate..... 0.1037 mg. 
Atropine Sulfate........... 0.0194 mg. 
Hyoscine Hydrobromide.. 0.0065 mg. 
Phenobarbital (14 gr.)..... 16.2 me. 
Kaolin (90 gr.).............. 6.0 Gm. 
Pectie OF) 0... cccocecces 130.0 mg. 
Dihydroxy aluminum 

aminoacetate (74 gr).. 0.5 Gm. 


Robins A. H. ROBINS CO., INC., RICHMOND 20, VA. 
3 Ethical Pharmaceuticals of Merit since 1878 
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new 


co  Sulfonamide formula 
for urinary tract infections 


UNEXCELLED SOLUBILITY 
. optimal concentrations at site of 
500—— infection; avoids crystalluria 


BROAD ANTIBACTERIAL RANGE 
active against wide range of urinary 
pathogens, including staphylococci, 
gonococci, Escherichia coli 

400—— QUICK SYMPTOMATIC RELIEF 
hyoscyamus component quickly 
relieves pain and burning 
FREEDOM FROM TOXIC EFFECTS 
low degree of acetylation; no forcing 
of fluids or alkalization needed 























Each tablet or 5-cc. tsp. provides 





\\\ 250 mg. sulfamethylthiadiazole, 
250 mg. sulfacetamide, and equiv. 
of 0.015 mg. alkaloids of 
Hyoscyamus niger. 


DOSAGE: Adults—2 tablets or 2 tsp. 
— q.i.d. first 2 days, thereafter, 

— 1 tablet or 1 tsp. q.i.d. 
Children — 1 cc. (16 drops) syrup 
per 10 Ib. body weight first 2 days, 
thereafter, 0.5 cc. (8 drops) per 
10 Ib. SUPPLIED: Tablets, 
bottles of 50 and 500. Syrup, 


50 1-pt. and 1-gal. bottles. 





SULFAMETHYLTHIADIAZOLE 





iam e 


Decatur, Ilinois 


SULFISOXAZOLE 




















TRIPLE SULFA 


GRAPH OF COMPARATIVE SOLUBILITIES 
| 
5.5 6.0 6.5 
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see how Fostex’ helps 


in treatment of acne 





TREATS THEIR ACNE WHILE THEY WASH 


IN ACNE, Fostex Cream and Cake 
degrease and degerm the skin...un- 
block pores...remove blackheads and 
help prevent pustule formation. Both 
the Cream and Cake are well tolerated. 
And...Fostex is easy to use...assures 
patient acceptance and cooperation. 
The patient stops using soap on the 
affected areas and starts washing with 
Fostex. 


Fostex Cream for therapeu- 
tic washing of skinin severe, 
oily acne. Also as a thera- 
peutic shampoo in dan- 
druff and oily scalp. 





Fostex effectiveness is provided by 
Sebulytic® (sodium lauryl sulfoacetate, 
sodium alkyl aryl polyether sulfonate, 
sodium dioctyl sulfosuccinate), a new 
combination of surface active cleans- 
ing and wetting agents with remarkable 
antiseborrheic, keratolytic and antibac- 
terial action, enhanced by sulfur 2%, 
salicylic acid 2% and hexachloro- 
phene 1%. 


Fostex Cake for therapeu- : 
tic washing of skin after + 
acute phase of acne is 

_ controlled. Maintains skin 
dry and comedone free. 
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Cuxilrood PHARMACEUTICALS Division of Foster-Milburn Co. 


468 Dewitt Street, Buffalo 13, New York 











“LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER. NEW YORK . 
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Prophylactic and therapeutic control of water 
retention in toxemia of pregnancy may be 
effectively maintained by DiaMox. 


D1AMoOx is a highly versatile diuretic, effective 
in the mobilization of edema fluid and in the 


prevention of fluid accumulation—with transient, 


readily reversible, blood electrolyte changes. 
Well-tolerated orally, a single dose is active for 
6 to 12 hours, offering convenient daytime 
diuresis and nighttime rest. 


D1aMox is of proven value in other conditions 
as well, including cardiac edema, acute 
glaucoma, epilepsy, premenstrual tension. 
Ease of administration, low toxicity, lack of 
renal and gastrointestinal irritation make 

its use simple and singularly free of 
complications. 


Supplied: scored tablets of 250 mg. (Also in 
ampuls of 500 mg. for parenteral use). 


Hiamox 


ACETAZOLAMIDE LEDERLE 





15 
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NLC W injectable enzyme with 


systemic 
ANTI-INFLAMMATORY 


CHYMAR is preventive as well as therapeutic 





Indicated in all conditions in which inflammation and edema retard healing or present 


a danger to the involved organ. 


WHAT CHYMAR DOES 

Reduces and Prevents: Inflammation from 
any cause. Traumatic and infectious 
edema. Pain from inflammation and 
swelling « Hastens: Absorption of blood 
and lymph effusions « Restores: Circula- 
tion « Promotes: Healing « Augments: 
Action of antibiotics. 


of forearm 


What CHYMAR is: Chymar is a suspen- 
sion of chymotrypsin in oil. 

WHY CHYMAR IS SAFE 

No known contraindications or incompat- 
ibilities— 

No influence on blood clotting—no pain 
on injection as a rule—no spread of in- 
fection. 


Dosage and 
Administration 


Inject 0.5 cc. of Chymar 
intramuscularly 1 to 3 

times daily until clinical 
improvement is obtained. 


3. Breast 
biopsy 


Reduce number of 
injections as patient’s 
response permits. 

In chronic or recurrent 
inflammation: 0.5 cc. of 
Chymar once or twice 
weekly. 

Supplied in 5 cc. vials. 
Each cc. contains 5000 
units of proteolytic 
activity. 


6. External hematoma 


A: THE ARMOUR LABORATORIES 4 DIVISION OF ARMOUR AND COMPANY ¢ KANKAKEE, ILLINOIS 
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We're troubled witha quandary syndro 1e 





The leading symptom is: Would you 
prefer to receive only that pharmaceutical 
product information which you request? 
Presuming that you might, we’re offering 
a method for you to control your mail. 

Currently, we’re sending no regular 


= a, THE 
mailings for product promotion. But, of 

course, the information is available. Simply S. E. MASSENGILL 
write on your R blank the names of the COMPANY 
Massengill products you’re interested in, Bristol, Tennessee 





and mail it to us. Forthright, we'll for- 
ward the literature. 
Just to remind you, over the page we’ve 
listed a number of the leading Massengill 
pharmaceutical products. Please write to please turn the page 
us, if you want more information about 
any of them. 





THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


Obedrin" To help the overweight patient establish 
correct eating patterns. 





Homagenets* The only solid homogenized vitamins. 
Three formulas: prenatal, pediatric, and therapeutic. 


Livitamin® The preferred hematinic, with peptonized 
iron. 


Salcort® Cortisone-salicylate therapy, without undesir- 
able side reactions. 





Massengill® Powder The non-irritating douche which 
enjoys unusual patient acceptance. 


Aminodrox® Wider usefulness for aminophylline. De- 
pendable, convenient oral therapy. 
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first things 


pO PICS, REPS NORA 


EO PREIS 





.. change the patient’s conscious- 
ness from anxiety to faith 


.. establish an inner calmness in 
the patient 


When the Condition : ; 
.. clarify the symptoms and diag- 
is not acute and diagnosis nosis by removing the symptoms 


: " due to anxiety 
is not obvious 


.. create in the patient a mental 
climate for health 





creates a subtle, even, continuous mild 
sedation without depression . . . com- 
bats anxiety . . . separates functional 
from organic symptoms 





Each tablet or capsule contains 1/4 
grain phenobarbital and 1/3 grain 
colloidal sulfur 


One, three or four times daily 


Wm. P. Poythress & Co., Inc. 


ETHICAL PHARMACEUTICALS * RICHMOND 17, VIRGINIA 











7 
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retresher 
for your 
patients 
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GEVRABON 


on-the-roc 


Chilling remarkably enhances the sherry flavor of GEVRABON. 
For some time physicians have been advantageously prescribing 
GEVRABON with ice as an appetite-stimulating tonic before meal- 
time — adding a refreshing touch to regular dietary supplementa- 
tion for their senior patients. 

Specify GEVRABON ON-THE-ROCKS and assure your older pa- 
tients a vigor-sustaining supplement of specific vitamins and 
minerals in truly palatable form. 


GEVRABON® GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


S 


Each fluid ounce (30 cc.) contains: 





Thiamine HCI (B,) 5 mg. 
Riboflavin (B.) 2.5 mg. 
Vitamin Bie 3 mcgm. 
Niacinamide 50 mg. 
Pyridoxine HCI (B,) 1 mg. 
Pantothenic Acid (as panthenoD 10 mg. 
Choline (as tricholine citrate) 100 mg. 
Inositol 100 mg. 


Calcium (as Ca glycerophosphate) 48 mg. 
Phosphorus (as Ca glycerophosphate) 39 mg. 


lodine (as KD 1 mg. 
Potassium 10 mg. 
Magnesium (as MgCle.6H2O) 2 mg. 
Zinc (as ZnCl.) 2 mg. 
Magnesium (as MnCl2.4H20) 2 mg. 
Iron (as ferrous gluconate) 20 mg. 
Alcohol 18% 


*Reg. U.S. Pat. Off. 


D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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SMORTES 


ati ssisciiaiiitiiieia 
for a spastic 








J 
a —— = 
“TP HGHUUGa 
integrated relief eee TABLETS (yellow, coated), each containing 
“ ° 50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation : hydrochloride CIBA) and 20 mg. phenobarbital. 
ae 2 visceral spasmolysis 


Summit, N. J. mucosal analgesia seating 





! 


ra 


FOR STUBBORN * ALLERGIES... | 


i. 





Meti-steroid benefits are potentiated in 


METRETON* 


METI-STEROID — ANTIHISTAMINE COMPOUND 
TABLETS NASAL SPRAY 
with stress supportive prompt nasal comfort 
vitamin C without jitters or rebound 


ESPECIALLY FOR RESISTANT AND YEAR-ROUND ALLERGIES 

Because edema is unlikely with the tablets and sympathomimetic 
effects are absent with the spray, METRETON Tablets and Nasal Spray 
afford enhanced antiallergic protection in vasomotor rhinitis 

and all hard-to-treat allergic disorders—even in the presence of 
cardiorenal and hepatic insufficiency. 


COMPOSITION AND PACKAGING 

Each METRETON Tablet contains 2.5 mg. prednisone, 2 mg. 
chlorprophenpyridamine maleate and 75 mg. 

ascorbic acid. Bottles of 30 and 100. 

Each cc. of METRETON Nasal Spray contains 2 mg. (0.2%) 
prednisolone acetate and 3 mg. (0.3%) chlorprophenpyridamine 
gluconate in a nonirritating isotonic vehicle. 


Plastic squeeze bottle of 15 cc. 
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edema ina 
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Pa thoderm Cr eam 
lied twice daily 

i eres weeks 


relieves 

pain 

and itching... 
stimulates 
healing 


even 
when 
other 
therapy 
fails... 


panthoderm cream 


2 Water-miscible base 


u. s. vitamin corporation 
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| / : in the center of the South's 
: most progressive area, Amsco-Hospital 
hyyfaal Wi Liquids adds the facility of ‘neighborhood 
service” to the ultimate in product purity, 
UW’ OS, Wig accuracy and convenience of 
administration. 


Zp) 
; pa skilled technicians in our 


Milledgeville laboratories have served 
nearly a quarter of a century of , 
progressively advancing hospital 
standards. Supplementing their accumu- 
lated knowledge are the considerable 
resources of the American Sterilizer 
Research Laboratories and the findings of 
-our affiliated solution laboratories at 


Havana, Cuba and Caracas, Venezuela. 


@ Hospitals which do not make their own 


parenteral solutions will find Amsco-Hospital 





Liquids a dependable and easy-to-work-with 


source of supply. 





Write for our newly revised catalog and price list. 
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THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY~ KANKAKEE, ILLINOIS 

















Bidrolar...combines a natural laxative 
with an effective stool softener 


Bidrolar is effective combination therapy without the 
use of irritating bowel evacuants... and without 

the disadvantages and lack of peristaltic effect 

noted with the use of stool softeners alone. 





Bidrolar provides ox bile, a natural peristaltic stimulant that 
produces laxation without irritating the bowel . . . and 
dioctyl sodium sulfosuccinate, an effective stool] softener that 
keeps feces soft for easy evacuation. 


Bidrolar stimulates the liver to increase the free flow of bile 
which in turn promotes natural hydration of the stool. 


Each Bidrolar tablet contains: 
Dioctyl Sodium Sulfosuccinate 
Ce Te ok ios 0. 0:0's aknrddicconwictos 


Supplied in bottles of 30 and 100 tablets. 


=F etme) e-Veme & Nataly. better 








control anxiety 


in Arthritis, Asthma, Allergic Dermatoses 





Ataraxoid 5.7 
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When you tr chronic constipation 





biliary dysfunction 





CHRONIC CONSTIPATION MAY SIGNAL 
A FUNCTIONAL BILIARY STASIS... 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
tion and other symptoms is accomplished with gratifying 
promptness. 


NEOCHOLAN 


Each Neocholan tablet supplies: Dosage: 1 or 2 tablets t.i.d. with meals. 


Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
Homatropine Methylbromide — 1.2 mg. (1/50 gr.) daily. 
Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOORE COMPAN Y 


Division of Allied Laboratories, Inc- > Indianapolis 6, Indiana 
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*...a calmative effect...superior to anything we 
had previously seen with the new drugs.’* 


true calmative 


nostyn 


Ectylurea, Anas 


— a LT | AAAI (-ethyl-cis-<rotonylurea) 





the power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


NOsTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation + does 
not increase gastric acidity or motility - unusually wide margin of safety 
—no significant side effects 
dosage: 150-300 mg. (1% to 1 tablet) three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48 and 500. 

*Ferguson, J. T., and Linn, F V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


/\ AMES COMPANY, INC : ELKHART, INDIANA 25087 
AMES COMPANY OF CANADA, LTD., TORONTO 
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Malelyn...... 


(dihydroxy aluminum aminoacetate with belladonna alkaloids and phenobarbital) 


no wonder... 
It’s no wonder that of the many antacid- Here’sa startling adsorption story 
spasmolytic formulations promoted to the involving shenienanus adentaie, 


medical profession, so many physicians have ’ “ 
found MALGLyn the most consistent in clinical tration of antacid and spasmoly- 


effectiveness. tic drugs! 


Al(OH); 
w/spasmolytic 
substantially 
reduces spasmolytic 
drug effect 


COMPARISON OF AOSORPTIVE PROPERTIES OF AL(OH), AND ALGLYN 





each tablet contains 


The above laboratory study clearly indicates that the antacid ALGLYN, 


dihydroxy 
contained in the MALGLYN formula, does not materially interfere aluminum 
g - ; é ; aminoacetate °.8 om 
with the therapeutic effectiveness of its contained belladonna alka- NNR. 
loids. On the other hand, the marked adsorptive properties of saben 
aluminum hydroxide renders its combination with belladonna alka- alkaloids 0.162 MO. 
° ? : i. (as sulfates) 
loids both uneconomical and therapeutically unreliable. 
phenobarbital 16.2 MQ. 


For both rapid and prolonged antacid effect, with 
consistently effective spasmolytic and sedative 





Also supplied > ALGLYN® (dihydroxy alumi- 


action, rely upon MALGLYN for treatment of num aminoacetate, N.N.R. 0.5 Gm per tablet). 

P ‘ : ° BELGLYN® (dihydroxy aluminum smincacetate, 

peptic ulcer and epigastric distress. N.N.R., 0.5Gm. and belladonna alkaloids, 0.162 mg. 
per tablet). 





Specialities for the Medical Profession only 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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Rhinall Nose Drops for Sinusitis, Allergic Rhinitis and Colds. 


Safe for children and adults 
No burning or irritation 

No bad taste or after reactions 
No risk of sensitization 


For convenience, also available in 4% ounce plastic spray bottle. 


RHINOPTO COMPANY, DALLAS, TEXAS 
Ethical Specialties for the Profession. 
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Antiverts:o.- 


vertigo 


(AND A GLANCE AT THE FORMULA SHOWS 2 REASONS WHY) 


each tablet contains: 


MECLIZINE (12.5 mg.) —specifically sup- 
presses labyrinthine irritation! 

+ 
NICOTINIC ACID (50 mg.) — for prompt 
increase of cerebral blood flow? 


Proof? Try ANTIVERT on your next vertig- 
inous patient. One tablet t.i.d. before meals. 
In bottles of 100 blue-and-white scored tab- 
lets. Rx only. 


CHICAGO 11, ILLINOIS 


1. Weil, L. L.: J. Florida Acad. Gen. 
Pract. 4:9 (July) 1954. 2. Williams, 
Henry L.: J. Michigan State Med 
Society 51:572-576 (May) 1952 
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FOR OVER QO YEARS 


HASKELL’S 


BELBARB 


has provided Safe, Effective Spasmolysis and Sedation 
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NOW IN © CONVENIENT DOSAGE FORMS 
Belladonna 
Phenobarbital Alkaloids Supplied 
] BELBARB No. 1 hyoscyamine, Bottles of 100, 500 
per tablet 1, gr. atropine, and 1,000 tablets 
D BELBARB No. 2 and Bottles of 100, 500 
per tablet V4 gr. scopolamine and 1,000 tablets 
3, BELBARB-B in fixed Bottles of 100, 500 
with B Complex Supplement* Vy gr. proportion, and 1,000 tablets 
4, BELBARB Elixir nee Bottles containing 
per fluidrachm (4 cc) Vy gr. apres ] pt. and 1 gal. 





5 BELBARB Trisules 





1 Trisule is equivalent to 
3 Belbarb tablets 





Tr. Belladonna, 
8 min. 








Bottles of 30 and 100 
Trisules 





*Thiamine Hydrochloride — 5 mg., Riboflavin — 2 mg., Calcium Pantothenate — 2.5 mg., Pyridoxine 
Hydrochloride — 0.5 mg., Niacinamide — 10 mg., Vitamin By. Activity — 2 meg. 


Send for free samples and literature. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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ull-range tranquilizer 


‘Trilafon 





PROGRESS NOTES 
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unsurpassed relief 


of nausea and vomiting 


ALO 
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clinicall y established 


FLEXIN 


Zoxazola 


Enteric coated + plain 


In Low baek pain 


“... Of 90 patients with low back pain and other muscular conditions... 
a 


67 (74 per cent) showed a good response... .’ 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.’” 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 
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The amazing story of the healing art — 


MAGIC, MYTH 
AND MEDICINE 


By D. T. Atkinson, Sc.D., M.D., LL.D. 
of San Antonio, Texas 


Foreword by Dr. Max Thorek, Founder 


International College of Surgeons 


In his brilliant Foreword, Dr. Max Thorek presents 
the reasons why both doctors and laymen will find this 
book fascinating: 


“Any book about the medical profession, whether it is 
a novel, a biography, an informative treatise in popular 
form, or, as in the case of Dr. Atkinson’s Magic, Myth 
and Medicine, a history of the healer’s art from the dawn 
of science to the present hour, is sure to be well and 
widely read. When the scholar’s wisdom is combined 
with the storyteller’s art, the result is fascination—a 
fascination no less magic, in its way, than the primitive 
arts with which Dr. Atkinson deals so ably. 


“Magic, Myth and Medicine has the sound ring of 
truth. Much study has gone into it, and, we believe, 
much enjoyment also. Dr. Atkinson is to be congrat- 
ulated on his success in marshaling the great procession 
so effectively in comparatively compact form. His book, 
we predict, will find a wide and appreciative audience 
outside the profession. And inside it—well, one may as 
well say, doctors love doctors too!” 


DONALD T. ATKINSON of San Antonio, 
Texas, is a member of the American Medical 
Association and a Fellow of the American Col- 
lege of Surgeons, the International College of 
Surgeons, and the Royal Academy of Medicine 
in Ireland. In 1947 he was awarded a medal of 
merit from the University of Florence for his 
original researches, as well as a life membership 
in the National Surgical Society of Italy. On 
the subjects in this book, Dr. Atkinson has done research on all 
five continents and has personally investigated almost every inci- 
dent mentioned. Dr. Atkinson has written numerous essays and 
books, including Great Medical Innovations, Life Sketches of Great 
Physicians, and others dealing with his special field of ophthal- 
mology. 


JULY 1957 





320 pages, 

558 x 83%, 

cloth bound, 
$5.00 


PRAISE FROM THE CRITICS: 


“For the medical historian there will be 
nothing new in these pages but for the 
medical student and the busy physician 
not versed in medical lore there is much 
delightful reading. ...Even those with a 
keen interest in and a better than aver- 
age knowledge of medical historical affairs 
will be pleasantly surprised by the num- 
ber of ‘pearls’ to be uncovered.”—South- 
ern Medical Journal 


“Dr. Atkinson has performed a great serv- 
ice to the medical profession by writing 
this book. . He tells the scientifically 
accurate history of medicine in a simple, 
concise manner that reads as easily as a 
novel. This book is highly recommended. 
for patient as well as doctor.”—Texas 
State Journal of Medicine 


“A fine survey that will please both lay 
reader and scientist—the former because 
the story is always fascinating, the latter 
because many of the incidents reported 
here are not included in the standard 
histories of medicine. Magic, Myth and 
Medicine is a worthy addition to the 
library of popular medical writings, in 
the vein of such books as Rats, Lice and 
History and Devils, Drugs and Doctors.”— 
The New York Times Book Review 


“A polished and engaging labor of love 
by a doctor who writes exceedingly well.” 
—United Press 


“The volume documents vividly the un- 
ceasing battle of the human mind against 
the fetters of suffering and dogma.”’— 
New York Herald Tribune Book Review 


“Dr. Atkinson has the skill of a historian, 
with the added knack of knowing how to 
tell a story well.”—Chicago Tribune 


Ask for MAGIC, MYTH AND MEDICINE at your bookstore 
or order from THE WORLD PUBLISHING COMPANY, Cleveland 2, Ohio 
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ETRACYCLINE HYDROCHLORIDE 
& 
wi 0.5 
< | 
| 
0 . 1 2 3 4 5 6 | 
HOURS AFTER ADMINISTRATION OF 250 Mg. DOSE | 
J a | 
tetracycline activ: for higher, faster levels 
| | 
® : . | 
\ q | 
‘ ; : 
TETRACYCLINE-PHOSPHATE BUFFERED HOMOGENIZED SYRUP 


activated for higher, faster tetracycline blood levels... potent, 
prompt, prolonged control of tetracycline-susceptible infections... 
prescription adherence assured... no reconstitution required 


Supplied: 


new, Each 5 ec. teaspoonful of Tetrabon V 
contains tetracycline equivalent to 125 mg. 
tetracycline hydrochloride, phosphate 

. . buffered, in an orange-flavored, orange- 
delight m colored, ready-to-use, homogenized suspen- 
sion. Bottles of 2 oz. and 1 pint. 

therapy 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc., 
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for the half alive —a fuller measure of living 


a preliminary report of profound significance 


concerning new and broadly ramified uses for 


MARSILID ::... 


(iproniazid) 


JULY 1957 
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The psychic effect of Marsilid is unparalleled. Neither a “tranquilizer” 
nor a psychomotor stimulant in the usual sense, Marsilid nevertheless has 
been shown to possess profound psychodynamic activity with an extraor- 
dinary potential for a large segment of the emotionally disturbed population. 


what Marsilid is— An isopropyl derivative of isonicotinic acid hydrazide, 
Marsilid appears to be an amine-oxidase inhibitor, with apparently unique 
effect as a regulator of serotonin and other neurotropic enzyme activity. 


what Marsilid does — Under the influence of Marsilid, severely depressed 
and regressed apathetic individuals have regained the joy of living, with 
renewed vigor, activity and interests. 


why Marsilid is different — Marsilid characteristically achieves eudaemonia — 
a feeling of healthy well-being — rather than an abnormal state of euphoria. 
In properly adjusted dosage, it does not produce motor restlessness or irri- 
tability, does not depress but may actually stimulate the appetite. Marsilid 
does not elevate blood pressure. 


the Marsilid potential: depressed patients in private practice — Ambulatory, 
nonpsychotic individuals who are depressed and withdrawn, state that they 
“again get enjoyment out of life” with Marsilid therapy. Although lesions 
show only minimal or no changes, patients with chronic debilitating dis- 
orders — e.g., rheumatoid arthritis — experience increased vitality and appe- 
tite, weight gain, and the return of a sense of well-being; chronic symptoms 
are better tolerated, less a cause for concern. 


the Marsilid potential: institutionalized, psychotic patients — Long-term psy- 
chotic patients with severe depression or regression untouched by any previous 
therapy have shown a heartening response to Marsilid. In some instances, 
even “deteriorated” schizophrenics of the catatonic and hebephrenic types — 
out of contact with their environment for many years—have become alert, 
responsive and sociable under Marsilid treatment. 


Clinical trials now under way will further delineate the role of this significant 
new development in therapeutics. 


For references and complete information concerning dosage, indications, side 
effects, and contraindications, write V. D. Mattia, Jr., M.D., Director of Medi- 
cal Information, Hoffmann-La Roche Inc, Nutley 10, New Jersey. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 


Supplied in scored tablets of 50 mg., 25 mg. and 10 mg. 


Original Research in Medicine and Chemistry 
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Summer 
Skin 


Problems 


























Not every patient with poison 





ivy or similarly distressing 


summer skin problems will come to see you— 


Those who do deserve this effective treatment 


which only you can prescribe— 


se H 
lotion 
OrinetT- , 
ointment 
Florinef (Squibb Fiudrocortisone Acetate) with Spectrocin (Squibb Neomycin-Gramicidin) 


the most effective antipruritic, anti-inflammatory agent known, 
plus antibiotic action against secondary bacterial invaders 


Only 2 or 3 drops of Florinef-S Lotion, or 4 inch of Florinef-S Ointment, 
will provide your patients with prompt, welcome relief of itching and 
inflammation, hasten the healing process, discourage scratching, and act 


prophylactically or therapeutically against secondary bacterial invaders. 
NEVER BEFORE HAS SO LITTLE MEDICATION PROVIDED SO MUCH RELIEF. 


SQUIBB Florinef-S Lotion, 0.05% and 0.1%, 15 cc. plastic squeeze bottles; Florinef-S Ointment, 
Q! 0.1%, 5 Gm. and 20 Gm. tubes. 


Also available: Florinef-S Ophthalmic Suspension, 0.1%, 5 cc. dropper bottles; 
Florinef-S Ophthalmic Ointment, 0.1%, 3.6 Gm. tubes with ophthalinic tip. 





Squibb Quality —the Priceless Ingredient 


“FLORINER’@ AND “SPECTROCIN’® ARE SQUIBB TRADEMARKS 





dual action... 





relieves tension—mental and muscular 


notably safe 
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to keep your “pollen patients” 








continuously ahead of allergic discomfort 





prescribe 
s * * 
Teldrin’ Spansule’ qi2h 
chlorprophenpyridamine sustained release 
maleate capsules, S.K.F. 


antihistamine 


One ‘Teldrin’ Spansule at bedtime pro- 
vides night-long protection against sleep- 
hindering nasal stuffiness and predawn 


One ‘Teldrin’ Spansule on arising gives 
day-long relief from sneezing, nasal dis- 
charge and itching eyes. 


allergic attacks. 








made only by Smith, Kline & French Laboratories, Philadelphia 


first x in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
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optimal dosages for ATARAX. 


based on thousands of case histories: 


= i= \ tid. 





TENSION SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL TENSION 
PHOBIA HYPOCHONDRIASIS Tics FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION COLITIS NEUROSES DYSPNEA INSOMNIA 
PRURITIS ASTHMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS 





perhaps the safest ataraxic known 


peace oF MIND ATARAX 


BRAND OF HYDROXYZINE) Tablets-Syrup 


a °@) s:- t.i.d. ) 


ANXIETY Tics HOSTILITY NIGHTMARES HYPEREMOTIVITY RESTLESSNESS 
TEMPER TANTRUMS HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 








Consider these 3 ATARAX advantages: 


© 9 of every 10 patients get release from tension, 
without mental fogging 





@ extremely safe—no major toxicity is reported 
@ flexible medication, with tablet and syrup form 
Supplied: 

In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 


CHICAGO 11, ILLINOIS ATARAX Syrup, 10 mg. per tsp., in pint bottles. 
Prescription only. 














aim 








The answer... 





THE ORIGINAL FECAL SOFTENER 











IN CONSTIPATION 











Surface: 55.0 
Tension 
Units 
- 45.0; 
= Clinical and physicochemical research have 
= 40.0; established the optimal dosage for complete fecal 
Z 35.0. softening. At a dosage of 240 mg. of dioctyl 
3 - sodium sulfosuccinate once daily, surface tension 
- 30.0+ lowering and homogenization reach the 
md maximum effective level (average daily excretion 
Ss 25.04 150-200 Gm.!). The chart indicates the need for 
= a daily dosage of 240 mg. and substantiates the 
~ 20.0; fact that no increase in fecal softening can be 
3 15.0 obtained from additional quantities. 
5 
o 10.0 
+ 
ew 0 + 
: 0.1 0.2 0.3 0.4 0.5 


Doxinate Concentration % 


1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 








on 


on 








to effective fecal softening 





ONE CAPSULE DAILY 


provides 


MAXIMUM EFFECTIVENESS 
with 


PATIENT CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


| 
| 
Lloyd | BROTHERS INC., CINCINNATI, OHIO 
| 
l 
! 
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simple, well-tolerated routine for “sluggish” older patients 
one tablet t.i.d. 


DECHOLIN 


“therapeutic bile” 


Establishes free drainage of biliary system—effectively combats bile stasis and 
improves intestinal function. 


Corrects constipation without catharsis—copious, free-flowing bile overcomes tendency 
to hard, dry stools and provides the natural stimulant to peristalsis. 


Relieves certain G.I. complaints — improved biliary and intestinal function enhance 
medical regimens in hepatobiliary disorders. 


DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. 
23787 


( AMES COMPANY, INC - ELKHART, INDIANA: Ames Company of Canada, Ltd., Toronto 
id ae i 
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In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His kear 






Pentoxylon 


ach long-acting tablet provides the sustained coronary vaso- 
dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 


1 as well as the tranquilizing, anxiety-relieving and pulse-nor- 


malizing action of 0.5 mg. Rauwiloid® (alseroxylon). 


Dosage: One to two tablets 
q.i.d. before meals 
and on retiring. 





e Reduces incidence of attacks 
* Reduces severity of attacks 


* Reduces or abolishes need for 
fast-acting vasodilating drugs 


¢ Reduces tachycardia 


* Reduces blood pressure in hyper- 
tensives, not in normotensives 


¢ Increases exercise tolerance 


* Produces demonstrable ECG 
improvement 


* Exceptionally well tolerated 


¢ Minimal side actions 


LOS ANGELES 
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TAKES THE GUESSWORK OUT OF THYROID REPLACEMENT THERAPY 





TRIONINE—A NEW METABOLIC ACCELERATOR 
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dl-triiodothyronine 


TRIONINE ‘Roche’ is pure, syn- 
thetic triiodothyronine, the ulti- 
mately active decomposition prod- 
uct of thyroglobulin as elaborated 
by the thyroid gland. 


Rapid effect — Unlike desiccated 
thyroid, thyroglobulin, or thy- 
roxin, TRIONINE’s metabolic effects 
become clinically evident within 
24 to 72 hours. In borderline or 
doubtful cases, it may thus be used 
diagnostically by clinical trial. 


Rapid elimination — On with- 
drawal, TRIONINE’s effects are dis- 
sipated with equal rapidity. Symp- 
toms of toxicity due to overdosage 
thus become a relatively minor 
problem. 


Constant, predictable response— 
TRIONINE is a pure crystalline 
chemical of unvarying composi- 
tion. Constant response from a 
given dose is assured. 


May be effective where thyroid fails 
Certain individuals may fail ade- 
quately to convert thyroglobulin 
to thyroxin at the circulatory level, 
or thyroxin to triiodothyronine at 
the cellular level. Hence the anom- 
aly of a subnormal BMR or other 
sign of depressed metabolism, 
despite apparently adequate thy- 
roid function or adequate dosage 
of exogenous thyroid extract. 
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Trionin 


‘ROCHE’ 





In such cases, TRIONINE Often 
succeeds dramatically where thy- 
roid conjugates fail. 


Indications — TRIONINE is indi- 
cated wherever thyroid, U.S.P. is 
indicated. 

Because of its exceptionally 
rapid onset of action, TRIONINE is 
especially useful in cases in which 
the BMR, PBI and I" uptake 
approximate normal limits, but in 
which overt signs and subjective 
complaints suggest “subclinical 
hypothyroidism’’. Such cases are 
characterized variously by listless- 
ness, reduced vitality, chronic 
fatigue, sensitivity to cold, con- 
stipation, overweight, decreased 
mental alertness, mood depression, 
muscular aches, decreased libido, 
impotency, etc. 

TRIONINE is also highly effec- 
tive in the classical frank hypo- 
thyroid states including myxedema 
and cretinism, as well as male and 
female infertility, functional men- 
strual disorders, hypogonadism, 
obesity, and skin disorders asso- 
ciated with inadequate thyroid 
activity. 


Dosage — Fifty micrograms of 
TRIONINE are approximately equal 
in calorigenic activity to 12 grains 
desiccated thyroid, U.S.P. 
Average dosage of TRIONINE 
in most patients is 50 to 100 
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FOR THE TREATMENT OF 
HYPOMETABOLIC STATES RESULTING 
FROM (1) DEFICIENT FUNCTION 

OF THE THYROID OR (2) FAULTY 
UTILIZATION OF THYROXIN AT THE 
CELLULAR (END-ORGAN) LEVEL. 





micrograms daily. In patients with 
cardiac disease or pituitary myxe- 
dema, and in the elderly, the initial 
dose should be 5 micrograms, in- 
creased by increments of 10 to 25 
micrograms every 48 to 72 hours 
or as tolerated. 


Caution —The initiation of thy- 
roid replacement therapy with the 
newer and more potent compounds 
requires caution and close medical 
supervision, especially in the elder- 
ly or in patients with heart disease. 

Such symptoms as tachycardia, 
excitability, muscle cramps, exces- 
sive sweating and too rapid weight 
loss indicate that the required 
dosage has been exceeded. If these 
signs occur, therapy should be in- 
terrupted until they disappear and 
then resumed at a lower level. Side 
effects with TRIONINE are fleeting, 
and when treatment is discontin- 
ued, return to a pretreatment 
status is rapid. 


How supplied 

Tablets, 5 mcg, (green)... 
Bottles of 100 and 1000 

Tablets, 25 mcg, scored (yellow)... 
Bottles of 100 and 1000 

Tablets, 50 meg, scored (pink) . . . 
Bottles of 100 and 1000 

The strength of TRIONINE tab- 
lets is expressed in terms of the 
levo-triiodothyronine content. 
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in premature labor 


For increasing time in utero 





LUTREXIN is a new, water soluble, non-steroid, uterine relaxing 
hormone—unlike estrogen or progesterone—which has been 
isolated from the ovary. 


LUTREXIN produces demonstrable blood levels thirty minutes 
after oral administration.° 
Majewski and Jennings” * in their confirming study, report 68% 
favorable results with LUTREXIN in eighty clinically diagnosed 
cases of premature labor. 


Dosage: The above authors recommend an initial dose of four 
tablets, followed in one hour by three tablets and one tablet 


hourly thereafter until contractions cease. However, many 
clinicians have more than doubled this dosage with excellent 
results and no untoward effects. 


Supplied in bottles of 25 — 1000 unit tablets. 


. Jones, Georgeanna S$. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 3, 628- 
633, 1954. 

. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 1955. 

. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No. 3, 1957. 


In vivo measurement of LUTREXIN ( 
on contracting uterine muscle. > Fe <i> 
Sy’ 


HYNSON, WESTCOTT & DUNNING, INC., Bactimore 1,mpD. 
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Medullary Fixation of Fractures: Results 
in One Hundred Consecutive Cases* 
ROBERT CRAWFORD ROBERTSON, M.D.. Chattanooga, Tenn. 


The author emphasizes the indications for open reduction and the medullary 
fixation of fractures. His results in these selected cases have been 
good in terms of functional and cosmetic results. 





SUFFICIENT TIME HAS ELAPSED to warrant eval- 
uation of medullary fixation in the treatment 
of fractures. Undoubtedly, initial enthusiasm 
resulted in use of the method in cases which 
subsequently proved to be poorly chosen. Ex- 
perience has resulted in a wiser selection of 
cases and improved nailing methods. 

Personal experience with medullary fixation 
began in 1939 when a Kirschner wire was used 
for fixation in selected cases of fracture of the 
clavicle. In 1943, a Kirschner wire or Stein- 
mann pin was employed for medullary fixa- 
tion of the ulna in selected cases of fracture 
of the forearm which did not respond to 
closed methods. Dissatisfaction with plates, 
bands and screws for internal fixation, and 
with various external fixation devices secured 
to wires or pins placed through the bones, re- 
sulted in the use of medullary fixation in other 
bones, utilizing the principles and methods 
popularized by Kiintscher, Rush, Street and 
others. Medullary nailing by comparison 
with many other methods of internal fixation 
minimizes circulatory damage in the surround- 
ing soft tissues during surgery, and permits 
continuous physiologic contact-compression 
between the major fracture surfaces through- 
out the process of healing, thus offering cer- 
tain advantages which are possessed by no 
other method. 

All open reductions convert closed to open 
fractures with the attendant possibility of in- 
fection, and further impair circulation at the 





*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fiftieth Annual Meet- 
November 12-15, 1956. 


ing, Washington, D. C., 


fracture site thereby encouraging delayed and 
nonunion. For these reasons closed reduction 
is preferred, and open reduction with or with- 
out internal fixation is restricted to those cases 
in which surgical judgment indicates that 
open methods will give better functional re- 
sults than can be anticipated by closed 
methods. 


It is hoped that the experiences summarized 
in this small series will be helpful to those 


who have not used medullary fixation (Tables 
1 and 2). 


Evaluation of the advantages or disad- 
vantages of medullary nailing over other pos- 
sible methods of fixation was continued 
throughout the management of each case. 


Methods of Fixation 


A device, which securely fixes the frag- 
ments without external fixation, prevents an- 
gulation and rotation, yet assures continuous 
apposition of the fragments throughout heal- 
ing, of proper construction and temper to pre- 
vent bending or breakage as the result of mus- 
cle pull or early active use of the extremity, 
and which does not require removal, is the de- 
sired ideal. In this series a Kiintscher or Rush 


TABLE 1 


TOTAL NUMBER OF MEDULLARY NAILINGS—100 
(April 26, 1949—March 12, 1955) 


Se il 


Patients with nailing of a single bone 

Patients with nailing of multiple bone 
Femur and humerus 1 
Femur and tibia 1 
Forearm and humerus 3 
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nail was used in the femur, a Rush nail in 
humerus and tibia, a hip guide wire, Rush nail 
or Steinmann pin in the forearm, and Kirsch- 
ner wire in the clavicle and radial neck. None 
of these devices meet the ideal. A tight fit with- 
in the canal greatly increases the dangers of 
fragmenting the cortex or lodgement of the 
device during nailing, and probably delays 
bone healing. Medullary reaming was neces- 
sary in 4 fractures of the femur and in 6 of the 
forearm. A loose fit or device of insufficient 
length results in insecure fixation. 

‘The details of fixation were determined at 
time of operation. A minimal amount of for- 
eign material in or about the bone was de- 
sired, and encircling wire loop or screw fixa- 
tion was added only if the major fragments 
could not be apposed and securely maintained 
by the nail alone; the minor fragments were 
held in at least fair apposition by closure of 
the surrounding soft tissue (Fig. 1). 


In 5 femurs fractured in the distal third, 
Rush nails were inserted through the distal 
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mal insertion was employed. Blind nailing was 
attempted in 4 femurs. This was successful in 
only one case and the method is no longer 
attempted in the femur, but is occasionally em- 
ployed in the tibia or ulna. Insertion through 
the distal ulna is preferred to insertion 
through the olecranon since irritation overly- 
ing the nail head and the likelihood of ex- 
trusion of the nail is greatly decreased. In one 
ununited fracture in the distal two inches of 
the tibia, the nail was inserted through the os 
calcis and astragalus into the tibia. In one 
ununited supracondylar fracture of the hum- 
erus insertion was through the olecranon. 
Postoperative fixation by cast was employed 
in all tibias, and in all but two of the fore- 
arms. A Velpeau type dressing was used for 
postoperative fixation of the humerus and 
clavicle. Femurs were treated without external 
fixation other than the support of a knee 
elevating device, except in difficult com- 
minuted fractures when a Thomas splint or 
spica cast was added. Fixation by cast was 


end, in all the remaining femur cases a proxi- employed in all ununited fractures. The 
TABLE 2 
Sex—M-63, F-37 Femur-36 Forearm-35 Humerus-14 Tibia-12 Clavicle-3 
M-24, F-12 M-24, F-11 M-7, F-7 M-8, F-4 M-0, F-3 
Age—10-76 years 12-53 10-76 15-69 20-67 15-52 
Type of fracture 
Closed 73 30 23 9 8 5 
Open (Fresh 23 3 12 5 3 
Open (infected prior to examination) H 3 1 
Segmental 7 2 i l 
Ununited 10 f i 
Malunited 1 i 
Complications 
Migration of nail 1! 2 ] 
Refracture with bending of nail 3 
Refracture with breakage of nail 1 
Breakage of screws 2 
Breakage of fixation device I 
Penetration of cortex during nailing 1 
Infection l ! 
Undue shortening of bone 1 
Phiebitis l 
Refracture after removal of nail 1 
Synostosis ] 
Results 
Bony union 93 35 0 14 1] 
Nonunion 7 1 5 ] 
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FIG. 1 


L. J. B. age 19 years. (A) Closed comminuted fracture shaft 
of femur. (B) Fixation with Rush nail and two encircling 
wire loops. Crutch walking began 6 weeks following opera- 
tion. 


period of external fixation varied widely and 
was continued until x-ray examination showed 
adequate callus formation. Active muscle set- 
ting, and active toe or finger exercises, com- 
bined with active exercises of the uninvolved 
extremities, were normally begun the day 
following operation and continued hourly 
throughout the day during convalescence. The 
use of a wheel chair and ambulation were 
initiated as soon as practical. 


Open Fractures 


In the 23 open fractures initial definitive 
treatment consisting of debridement and 
medullary fixation was carried out within 10 
hours following injury when the patient’s gen- 
eral condition permitted. Antibiotics were 
given preceding operation, frequently by the 
referring doctor. There is no substitute for the 
mechanical cleansing of a contaminated 
wound, and every attempt was made at the 
time of operation to expose and cleanse the 
entire wound by the well-standardized princi- 
ples and methods of debridement. Cultures 
were made following lavage. Internal fixation 
was inserted only when it was felt that the 
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wound could be closed primarily, or when the 
fracture was of such type that surgical judg- 
ment warranted a calculated risk. Broad spec- 
trum antibiotic therapy was continued until 
culture and sensitivity tests were received, fol- 
lowing which the indicated antibiotic was 
given (Fig. 2). In open fracture, patients first 
seen several days following injury, drainage 
or debridement with primary or delayed 
closure was performed as indicated, but nail- 
ing was normally deferred until soft tissue 
healing was complete. Surgical exposure was 
then made through adjoining normal tissues 
so far as practical. 


Ununited and Malunited Fractures 


Medullary nailing was employed because of 
nonunion in 10 patients. Bones involved were 
4 femurs, 4 tibias and 2 humeruses. In one 
additional patient malunion of the radius was 
present. Treatment consisted of removal of 
interposed soft tissue, freshening the fragment 
ends to bleeding bone, numerous drill holes 
passed through the ends of the fragments, 
osteotomy of the fibula in the tibial cases, 
medullary nailing, placement of match-stick 
iliac grafts about the site of nonunion, and 
fixation by cast in the 10 cases of nonunion; 
(Fig. 3) refracture, nailing, iliac grafts, and a 
cast were used in the one case of malunion. 
In these 11 cases bony union resulted in 10. 


FIG. 2 








9-24-54 


A 


Cc. C. W. age 51 years. (A) Open segmental fracture of 
humerus with moderate biceps muscle damage. Initial 
definitive treatment consisted of debridement, open reduc- 
tion, Rush nail fixation and primary wound closure. (B) 
Cortical union is present. The nail was removed on the fol- 
lowing day. 
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In the remaining case amputation was done 
because of persistent nonunion in the distal 
two inches of the tibia, which followed an 
osteotomy with infection two years prior to 
initial examination. A sliding tibial bone 
eralft with fusion of the ankle was done on 
June 17, 1948, with relighting of the infection, 
loss of the graft and nonunion. On June 9, 
1950, an iliac graft was inserted with relight- 
ing of the infection, loss of the graft and non- 
union. On May 1, 1951, a Rush nail was in- 
serted through the os calcis and astragalus into 
the tibia, and iliac grafts were again placed 
about the line of nonunion. Infection did not 
recur, but the grafts were absorbed and the 
nonunion persisted. BK amputation was done 
December 5, 1951. 
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Nailing in Children 


In 13 patients, bone growth was incomplete 
at the time of nailing. Six were fractures of 
the mid-third of the femur. The ages were 16 
years in one, 15 years in 4 and 12 years in one. 
There were three nailings of the forearm for 
fractures of both bones in the middle third, 
one each at 15, 13 and 10 years, and one frac- 
ture of the radial neck at 13 years of age. Two 
humeruses were nailed at 15 years, one be- 
cause of an oblique fracture-epiphyseal separa- 
tion at the proximal end with the long head of 
the biceps interposed between the fragments, 
(Fig. 4) the other because of dislocation of the 
shoulder with comminuted fracture of the 
humeral neck. One clavicle was nailed at 15 


FIG. 3 





-6-49 
2 12-30-49 


H. D. age 39 years. (A) Ununited fracture of 412 
of 31 inches. 





vears duration 
B) One month following freeing of fragments, 


“i 





following open fracture of femur. There is shortening 


40 pound skeletal traction, Kiintscher nailing and iliac grafts. 


Because of the shape of opposing fragments a step cut procedure was used. (C) Three weeks following removal of nail, 


cortical union is present 
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FIG. 4 


4-13-54 


A 


J. P. N. age 15 years. (A) Closed fracture, epiphyseal separa- 
tion proximal end of humerus with interposed tendon long 
head of biceps. Closed reduction unsuccessful. (B) Rush nail 
inserted to maintain stability following open reduction. Screw 
fixation is now preferred in oblique metaphyseal fractures. 


years. Open reduction with or without in- 
ternal fixation is rarely indicated in children, 
but in all of the above cases, position of the 
fragments following closed reduction was con- 
sidered unsatisfactory, and it was felt that the 
risk of possible changes in bone growth was 
more than offset by the anticipated improve- 
ment in the functional result. Nails were in- 
serted through the metaphyses avoiding epi- 
physeal plates in all bones except the humerus 
and radial neck. Radiographic measurements 
have not been made, but to date no clinical 
variation in length has been observed. 


Removal of Fixation 


Nail fixation was not removed until solid 
cortical union was demonstrated by x-ray (Fig. 
5). Refracture after removal of the fixation 
device occurred in one forearm. A severely 
comminuted, open, “‘sideswipe”’ fracture was 
secured by a Steinmann pin and two stainless 
steel wire loops on July 21, 1950. Metal fixa- 
tion was removed on April 3, 1951. On July 
20, 1951, the patient fell on a diving board 
striking with the full body weight onto the 
left elbow, refracturing the ulna in the prox- 
imal third with minimal separation of the 
fragments. Treatment consisted of a long arm 
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cast which was removed on September 4, 1951. 
Bony union followed. It is felt that the en- 
circling wire placed about the proximal end 
of the ulna may have been a predisposing fac- 
tor in this refracture. 


Complications 


Migration of the nail occurred in 22 cases, 
21 being extrusions and one intrusion. The 
latter occurred in a “‘sideswipe” fracture se- 
cured by a Steinmann pin in the ulna. 

Refracture of an incompletely united femur 
with bending of the nail occurred in 3 cases. 
Two splinted with a cloverleaf nail presented 
major difficulties because of double angula- 
tion of the nail which occurred following at- 
tempts to correct the primary angulation. 
These nails were removed with great difficulty 
and new nails inserted. In the third case, 
where a Rush nail was used, little difficulty 
was encountered in correcting the angulation 
of the fragments and nail. Refracture of the 
femur with breakage of a cloverleaf nail oc- 
curred in one patient. The nail fragments 
were removed and a new nail placed without 
difficulty. The one breakage of the fixation 
device in the forearm occurred in a 13 year 
old boy with fracture of the neck of the radius 
which could not be reduced by closed methods, 
nor maintained without internal fixation fol- 
lowing open surgery. A Kirschner wire was 
placed through the lateral humeral condyle, 
the head and neck of the radius and a long 
arm cast applied. Breakage of the wire at 
joint level was discovered 23 days following in- 
sertion. 

One infection followed nailing performed 
in July, 1949, on a closed fracture of the 
femur. Infection was first evident about the 
head of the nail. The proximal incision was 
opened, and the indicated antibiotic given. 
The proximal wound was completely healed 
in February, 1950. The nail was removed on 
August 29, 1950, when cortical union was pres- 
ent. X-ray film at that time showed no reac- 
tion about the nail. The second infection oc- 
curred in a 76 year old woman who received 
an open, grossly contaminated fracture of both 
bones of the forearm on July I, 1954. De- 
bridement and nailing were done four and a 
half hours following the fracture and the 
wound was closed. On August 16, obvious in- 
fection was found at the site of the radial frac- 
ture, the remaining wounds were healed. 
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FIG. 5 


[|-3-50 


A 

















B. C. age 26 vears. (A) Closed segmental comminuted fracture of ulna with transverse fracture of radius. Closed reduction 
unsuccessful. (B) Fixation by hip guide wires. (C) Wires removed 6 months following surgery. Cortical union is complete 


in all fractures. 


l'reatment was by local drainage of the wound 
and antibiotics. The wound was completely 
healed on October 12, 1954. The nails have 
not been removed. 

Breakage of screws occurred in 2 of the 4 
comminuted femur cases in which they were 
combined with a Rush nail. Displacement of 
the fragments did not occur following break- 
age of the screws, but major difficulties are 
anticipated in the event that removal of the 
screw becomes necessary. The use of screws in 
this manner has been abandoned. 

Penetration of the distal cortex during 
placement of a cloverleaf nail in a femur oc- 
curred in one instance. 
inserted. 


A shorter nail was 


Femoral shortening of one and three-quar- 
ters inches resulted in one case, after unauth- 


orized walking without support 14 days follow- 
ing the nailing of a comminuted segmental 
fracture. 

Phlebitis developed in the fractured extrem- 
ity following femoral nailing in one patient 
and was controlled by anticoagulant therapy. 

Synostosis resulted in one severely com- 
minuted open fracture of both bones of the 
forearm, despite nonunion of both bones. 


Nonunion Following Fresh Fractures 


Nonunion resulted in 5 forearms. Three of 
these involved both bones following open frac- 
ture, 2 involved a single bone. Each of these 
patients stated that he was satisfied with the 
end result, and none would permit bone graft- 
ing because of the nonunion. 


The one nonunion of the femur occurred in 
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a 24 year old man who initially fractured the 
right femur in the middle third in 1952. He 
was treated elsewhere by closed methods. 
Bayonet union occurred with slight over- 
riding of the fragments. He was first seen 
on January 23, 1954, because of refracture 
through the proximal angulation of the 
femur. At the time of nailing on January 24, 
hard sclerotic bone without evidence of a 
medullary canal was found. Reaming was 
performed and a Rush nail inserted. Six 
months later nonunion was present. On re- 
exposing the fracture no evidence of callus 
was seen. The nail was not disturbed. Mul- 
tiple drill holes were passed between the two 
fragments, iliac grafts were placed about the 
fracture site and a spica cast applied which 
was worn for 10 weeks. Bony union with a 
three-quarter inch shortening resulted. In 
retrospect iliac grafts should have been added 
at the time of initial nailing. 
Functional Results 

Functional end results are the true test of 
fracture treatment. Although a series of com- 
parable cases treated by other methods is not 
available, it is felt strongly that the functional 


end results in this series are far superior to 
similar cases treated by other methods. Par- 
ticularly gratifying in the femur cases is the 
freedom of knee motion with good thigh and 
leg musculature, in the forearm cases the free- 
dom of forearm rotation, and in the clavicles 
the excellent cosmetic result. 


Conclusions 


|. Open methods of fracture treatment 
should be restricted to cases in which surgical 
experience and judgment indicate that such 
methods will improve the functional end re- 
sult. 

2. When open methods with internal fixa- 
tion are indicated, medullary nailing is the 
preferred method of fixation in many mild or 
moderately comminuted, displaced, segmental, 
malunited, and ununited fractures occurring 
in the middle two-thirds of the shaft of the 
femur, forearm or clavicle. 

3. Medullary nailing should be considered 
as a method of fixation in mild to moderately 
severe comminuted fractures in the middle 
two-thirds of the shaft of the tibia and 
humerus which do not respond to closed 
methods of treatment. It is the preferred 
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method of fixation in many severely displaced 
segmental, malunited and ununited shaft frac- 
tures of these bones. In long oblique frac- 
tures dual screw or wire loop fixation is pre- 
ferred. 

4. In selected cases compounding and pre- 
vious infection does not contraindicate medul- 
lary nailing. 

5. Medullary nailing, although rarely war- 
ranted, does not appear to be contraindicated 
in difficult cases in young adolescents, follow- 
ing failure of closed methods. 


6. The medullary nails employed in this 
series are not entirely satisfactory in altording 
rigid fixation, in preventing migration, bend- 
ing or breakage of the nail, and do not elimi- 
nate the need for external fixation except in 
selected fractures of the femur. 


7. Medullary nails should remain in the 
bone until solid cortical union is demonstrated 
by x-ray examination. 

8. Medullary nailing is a difficult pro- 
cedure which presents many and varying tech- 
nical problems. Its use should be restricted to 
the experienced fracture surgeon, working in 
a well-equipped surgery. 


Discussion (Abstract 


Dr. Milton $. Thompson, Washington, D.C. In this 
carefully prepared and excellent paper Dr. Robertson 
has recounted his experience during 17 years use of the 
method of medullary fixation of fractures and has 
spoken to us frankly of his failures and errors. His 
paper is so carefully prepared that almost everything 
controversial and debatable has been taken out. 


I agree completely with his description of an ideal 
method of fixation—‘‘a device which without external 
fixation, securely fixes the fragments (and) prevents 
angulation or rotation.” Medullary fixation of the 
femur is most successful when no external fixation is 
required to prevent angulation and rotation, particu- 
larly rotation. 

Among some statements I have made, which should 
be retracted, is a paper published a number of years 
ago in praise of medullary fixation of forearm fractures 
with Kirschner wires (Am. J. Surg. 77:12, 1949). 
Our trouble began after publication when cases 
of delayed union began to occur, Casts were some- 
times required five to six months or bone grafts 
had to be applied. We then attributed this delayed 
union to lack of rotational stability of the in- 
ternal fixation device and pérhaps to delayed normal 
function necessitated thereby. We obtained some small 
Lottes type nails and tried them in a few ulna frac- 
tures, using a sling for ten days but no cast. All six 
united promptly. It was not continued because of 
necessity of reaming. However, I am sure that the 
eventual answer will be a device that prevents rota- 
tion as well as angulation. Dr. Robertson reports five 
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forearms. I would like to ask him if 
the round pins he used could have been contributory. 


Dr. Robertson has given up the use of screws to 
hold they break. Encircling wires 
and even Parham bands sometimes break. In one case 
of refracture of an ulna he suggests that perhaps the 
was a predisposing factor. We prefer 
wires after an arbi 
they have served their 
and any predisposition 
also have had fractures 


nonunions in 35 


fragments because 


encircling wire 
devices, 
At this time 
to remove, 


We 


to remove these screws or 
trary eight weeks. 
easier 


is eliminated. 


purpose, are 


to fracture 


where bone absorption has occurred from low-grade 
infection, electrolysis, pressure or some other cause. 
Dr. Robertson has given up blind nailing of femurs 


The ¢ 
and with patience we could too, 
the 


vermans have developed this technic 
However, it is ques- 
bone circulation, 


and I agree 


whether to 


advantages 


tionable 
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avoidance of a large incision are not outweighed by 


the increased anesthesia time, x-ray exposure, and 
gadgetry. Dr. Robertson states that blind nailing is 
occasionally employed in the tibia or the ulna. We 


believe that in fresh fractures of these bones that can 
be palpated, also frequently in the humerus, blind nail 
ing should be employed usually rather than occasion 
ally. 

Of the complications he has so faithfully listed, the 
only one that might nurture a suspicion of culpability 
is the penetration of the distal cortex of the femu 
he did not say knee joint. 

I shall not prolong this discussion, but in closing let 
me congratulate Dr. It 
is by such systematic observation and honest reporting 


Robertson on his exposition. 


that progress is made. 
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Reflux Ureteropyelograms in Children: 


JOHN I. WILLIAMS, M.D., RUSSELL B. CARSON, M.D., and 
W. DOTSON WELLS, M_D.. Fort Lauderdale, Fla. 


This simple method of studying the urinary tract may be of great aid in the young 
child in whom cystoscopy may be difficult or may be refused by the family. 


Introduction 


A NOT INFREQUENT QUESTION asked of urolo- 
gists by pediatricians and general practitioners 
is “When should I refer a case of pyuria for 
urologic consultation?” With the gradual de- 
velopment of intravenous urography and im- 
proved miniature instruments, the pedia- 
tricians and general practitioners became 
more willing to refer their cases early. Many 
joint meetings such as we had at the South- 
ern Medical Association several years ago 
have led to a better cooperation between the 
two specialties. There still remains some reti- 
cence on the part of pediatricians and parents 
to have a urologic study which usually in- 
volves a cystoscopic examination. Gradually 
we have overcome many of the undesirable 
factors in making a complete study and con- 
sequently we have added to the ease of a 
diagnostic study. There is no hesitancy in 
having a blood count or urinalysis or a chest 
x-ray but a urologic examination,—‘“No!” 

The purpose in this discussion is to stress 
the ease with which one more diagnostic aid 
may be used in making a study of the young 
patient suspected of having a urologic prob- 
lem. Cystography is not only an available 
diagnostic adjunct, but should be considered 
an indispensable diagnostic aid in the com- 
plete evaluation of a pediatric urologic prob- 
lem. It is with this tool that we are able to 
demonstrate vesicoureteral reflux when other 
diagnostic procedures have offered little in- 
formation. 

Cystography, one of the first diagnostic 
procedures devised following the develop- 
ment of the x-ray machine, was used a 
great deal prior to the advent of excretory 
urography. With the development of increas- 
ingly more efficient and less toxic contrast 


*Read before the Section on Urology, Southern Medical As 
sociation, Fiftieth Annual Meeting, Washington, D. C., Novem 
ber 12-15, 1956. 


media for intravenous urography, cystography 
gradually was put aside and in many of the 
standard textbooks of the past twenty years 
very little emphasis has been placed on this 
procedure. Furthermore, in some of the teach- 
ing centers of this country very little emphasis 
has been placed on the use of cystography as 
a diagnostic procedure. The important ob- 
servations of Stewart! have led to the de- 
velopment of the delayed cystogram which 
has greatly added to the value of cystography. 
Both he and Bunge*+ have reported series 
of cases in which this procedure has been 
of invaluable assistance in diagnosis. Their 
work has done much to promote the use of 
cystograms generally by urologists in the past 
few years. St. Martin and co-workers? last 
year stressed the value of the voiding cysto- 
gram by finding vesicoureteral reflux in 13.5 
per cent of 74 consecutive pediatric urologic 
examinations. Hanley of London has recently 
stated (at the South-Central Section A. U. A. 
Meeting, Mexico City, October 28, 1956) 
that with the use of cinefluorography reflux 
has been repeatedly demonstrated in female 
patients complaining of symptoms of cysto- 
pyelitis, and it is his belief based upon these 
observations that the pyelitis is of reflux 
origin rather than due to lymphatic ascent. 
Cinefluorography is being rapidly developed 
and may soon be within the means of the 
average urologist. However, until that time 
we feel that simple cystography should be 
routinely used. 


Technic 


The method of performing cystographic 
examination varies considerably depending 
upon the particular situation involved. The 
preferable method is of course without gen- 
eral anesthesia. The child is urged to void, 
if he is old enough to cooperate in this man- 
ner, and then the bladder is catheterized for 
residual urine. Any of the currently used 
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intravenous contrast media may be used. We 
use Diodrast 35 per cent or Skiodan 40 per 
cent diluted to about one-third strength with 
distilled water warmed to body temperature. 
A weaker solution will not give an adequate 
contrast to demonstrate the ureters. The blad- 
der is then inflated under gravity flow to a 
point of discomfort or until a pressure of 18 
to 20 cm. of water is obtained. A film is then 
made. If the child is old enough to cooperate, 
a voiding cystogram and a postvoiding film 
are also obtained. Oblique and lateral views 
are obtained only if there is indication for 
them after an inspection of the anteroposterior 
films. When this procedure is carried out 
on infants, the crying infant’s bladder is dil- 
ficult to distend by gravity means alone and 
therefore a slight amount of pressure must 
be used to inflate the bladder to the average 
bladder capacity for an infant of that par- 
ticular age. 

If the examination is to be done at the 
time of cystoscopic examination under anes- 
thesia, the cystogram is always made prior 
to instrumentation in order to avoid any 
effects from an irritable bladder following 
the instrumentation. When the child is under 
a general anesthetic additional care must be 
taken to avoid over-distention of the bladder. 


FIG. 1 
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FIG. 2 
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We have not observed any ill effects from 
distending the bladder under general anes- 
thesia and do not hesitate to do so at the 
time of a cystoscopy. A delayed cystogram 
is obtained whenever the initial cystogram 
does not reveal reflux; films are made at 10 
and 20 minute intervals. Reflux may occur 
slowly and often is seen only after some 
contraction of Bell’s muscle and relaxation 
of the urethral sphincter has taken place. 


Clinical Examples 


We do not propose to discuss the patho- 
genesis and detailed treatment of vesico- 
ureteral reflux in children and have no series 
of cases to present. However, we would like 
to present several examples to illustrate 
graphically the invaluable aid which can be 
given by the simple and often unused pro- 
cedure of cystography. 

Case 1. M.W., a 3 year old girl. had had recur- 
rent urinary tract infections for several months prior 
to being referred to our office. 

Figure | shows the retrograde pvyelogram made at 
the time of her initial urologic study. Inspection with 
the panendoscopic lens revealed no evidence of ob- 
struction of the bladder neck, and the ureteral orifices 
appeared normal. We felt that the retrograde pyelo- 
gram demonstrated some dilatation of the right uppet 
urinary tract. 


Her course was followed in our office for the next 
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FIG. 3 





three months, during which time she had repeated 
bouts of urinary tract infection which responded 
poorly to therapy. Another retrograde pyelogram 
was made following the initial examination, and 


FIG. 4 
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figure 2 is the picture we obtained at that time. It 


presents evidence of progression of the dilatation of 
the right upper urinary tract, especially in the upper 
ureter and renal pelvis with slight clubbing of the 
calyces noted on this retrograde pyelogram. A cysto 
gram was not made during the initial study. How 
ever, at the time of the second examination a cysto 
gram was made and figure 3 is the appearance of 
that cystogram. It is difficult to believe that the 
retrograde examination failed to show the extensive 
dilatation which is obviously present on this film 
taken at the same time the retrograde film was made. 
This certainly demonstrated to us that there is no 
question that retrograde pyelography can give a false 
sense of security regarding the true picture of the 
upper urinary tract. A Hutch procedure® was carried 
out. This is an operation devised to increase the 
length of the intravesical segment of the ureter. Figure 
1 is a cystogram made two and a half months follow 
ing operation which demonstrates there is no evidence 
of reflux present; figure 5 is a retrograde pyelogram 
made on this child 5 months postoperatively. She 
has been lost to follow-up observation since the 5 
months examination was made and no further infor 
mation is available. 


Case 2. T. R., a 3 year old girl, had had repeated 
urinary tract infections for 12 months prior to ow 
initial examination. At the time of the initial inves 
tigation a retrograde pyelogram was made and figure 
6 reveals some dilatation of the right ureter and a 
suggestion of dilatation of the renal pelvis but cet 
tainly no clubbing of the calyces is evident. Figure 7 
is a cystogram made at the same time the initial 
retrograde pyelogram was made. It reveals a_ rather 
marked dilatation of the entire right upper urinary 


FIG. 5 
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FIG. 6 





tract, again illustrating how misleading a retrograde 
pyelogram can be. In this case, however, the primary 
disease seemed to be a bladder neck contracture as 
there was early trabeculation of the bladder mucosa. 


FIG. 7 
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The child was treated conservatively for a_ period 
of 6 months, having urethral dilatations in the of- 
fice; however, the urinary tract infections recurred 
frequently and therefore a transurethral resection 
of the bladder neck was carried out. Figure 8 is a 
recent cystogram made one and a half years late 
when she returned to Florida, demonstrating no evi- 
dence of reflux at the present time. 

Case 3. ‘The last patient we would like to demon- 
strate, J.M., is an 18 month old girl, the daughter 
of one of our local physicians, who was admitted 
to the hospital because of a very acute urinary tract 
infection with temperature to 105°. There had been 
no previous urinary tract infections. After the in- 
fection had been brought under control, an intra- 
venous urogram was made (Fig. 9). ‘This demon- 
strates how poorly prepared some of these little 
patients sometimes are prior to urography. As you 
can see there is evidence of bilateral excretion of 
media but the detail is certainly poor and difficult to 
interpret. There are some calyces visualized in the 
right upper urinary tract and they did not appeat 
to be too abnormal. Very little can be said about the 
calyces in the left kidney. After going over these 
films the following day, a cystogram was made (Fig. 
10) which practically jumps from the viewbox and 
strikes you for not having carried out this simple 
procedure rather than injecting dye intravenously. 
This convinced us that while intravenous urography 
is an indispensable diagnostic procedure, it can be 
very misleading and should be supplemented by fur 
ther studies if there is any question of interpretation. 
This child was observed during the past summer and 
we have been treating her conservatively. To date 
she has had no recurrence of the upper urinary tract 
infection, 
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FIG. 9 





Discussion 


These three cases have been used to illus- 
trate the misleading findings of a retrograde 
pyelogram and an excretory pyelogram. Such 
findings have served to convince us that cys- 
tography should be a “must” in all pediatric 
urologic evaluation. In stressing the need for 
cystography to demonstrate vesicoureteral re- 
flux, the question of its occurrence in a nor- 
mal bladder will be raised. Stewart,? who has 
done a great deal of work on this problem, 
does not feel that reflux occurs in the normal 
bladder, and states that the cause of reflux 
is not always demonstrable. He feels it is 
impossible to predict reflux competence or 
incompetence of a ureteral orifice on the 
basis of its cystoscopic appearance. Gruber, 
in 1928, experimentally demonstrated that 
the excised human bladder could be filled 
to a bursting point without increasing the 
intra-ureteral pressure. However, since then 
there has been a wide divergence of opinion 
among urologists regarding the statement that 
vesicoureteral reflux does not occur in nor- 
mal urinary bladders. Prather pointed this 
out in his review of the literature in 1944. 
Gibson,* in 1949, did cystography on 43 chil- 
dren varying in ages up to 12 years. These 
were supposedly normal children, and in 2 
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of these 43 cases, reflux was demonstrated on 
the right side, and the reflux revealed a nor- 
mal appearing pyelogram. Cystoscopy was 
not done in those two cases. He felt that the 
discrepancy between his findings and those 
of Gruber was probably due to a muscular 
irritability and contractability in the living 
bladder. His conclusion was that reflux may 
occur in otherwise normal urinary tracts. 
lannaccone®’ in a recent study of 50° sup- 
posedly normal infants, ranging in age from 
10 days to 6 months, was able to demonstrate 
only one case of unilateral reflux and that 
was reported as being normal in appearance 
and was not consistently found at repeated 
examinations. He further pointed out that in 
infants the bladder is an intra-abdominal or- 
gan, and the pressure may vary from a normal 
pressure of 30 cc. of water up to 80 cc. of 
water when the child is crying or straining. 
He suggests that this may be a possible etio- 
logic factor. The 2 cases in which Gibson 
demonstrated reflux in normal children were 
13 and 16 months of age, so it might well 
be a factor involved, although Prather does 
not feel that abnormally high intravesical 
pressures produce vesicoureteral reflux. We 
feel that if reflux is seen in a dilated ureter 
and pelvis it can be considered to be patho- 
logical. 


FIG. 10 


; ae Eh. 


» 


sans 40 1d30 


OREE 





a 











850 SOUTHERN MEDICAL JOURNAL 


Summary 


In this discussion we hoped to further 
stimulate physicians who are carrying out 
urological studies to incorporate cystography 
in children as one of their routine diagnostic 
procedures. As a greater usage of this proce- 
dure is carried out and cases gathered for 
study, more information will be obtained re- 
garding this extremely serious and often over- 
locked uropathy of childhood. 
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Discussion (Abstract) 


Dr. Robert N. Webster, Tallahassee, Fla. The sig- 
nificance of vesicoureteral reflux and its role in de- 
termining the prognosis in a given situation has not 
heen adequately explored. The essayists are to be 
commended for calling our attention to this relatively 
easy method of determining the competence of the 
ureterovesical junction in these children with recur- 
rent urinary tract infections. In our practice we use 
cystography occasionally but not nearly as frequently 
as we probably should. The first point I wish to 
raise is in the form of a question,—with what con- 
sistency may vesicoureteral reflux be found? Do some 
of these patients with vesicoureteral reflux imme- 
diately following an acute infection subsequently de- 
velop an intact ureterovesical valvular mechanism? 
Ihe second point has to do with the incidence of 
vesicoureteral reflux in young male eneuretics, many 
of whom have a tendency toward a vesical neck con- 
tracture and relaxation of the prostatic urethra, with 
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minimal secondary bladder changes consisting usually 
of mild trabeculation and trigonitis. We have not 
done veiding cystograms in many of these patients 
since the diagnosis is made at cystoscopy, and not 
infrequently upper urinary tract studies in the form 
of retrograde pyelograms have just been done. 

Figure 1 illustrates the vesicoureteral reflux in a 
patient now 23 years of age who has been plagued 
with severe persistent urinary tract infections for the 
past several years. When maintained on one of the 
soluble sulfas or Furadantin she remains clinically 
well, however, her N.P.N. ranges from 80 to 100 mg. 
and her urine is cloudy and microscopic pyuria is 
present. The infecting organisms have been Pseudo- 
monas and Proteus. If this patient omits medication 
for as much as 72 hours, she invariably comes into 
the hospital critically ill. During periods of remission 
she appears perfectly healthy. She has become preg- 
nant on three occasions and at no time has gestation 
exceeded 16 weeks, there being chills, high fever and 
spentaneous abortion. Cystoscopically, this patient’s 
bladder appears normal except for a mild trigonitis, 
there is no residual urine and the ureteral orifices are 
not remarkable in their appearance. Had this been 
detected during childhood, one wonders what could 
have been accomplished to salvage this patient. She 
might have been a candidate for permanent urinary 
diversion. 

Figure 2 is a delayed cystegram of a 32 year old 
white man who appeared to be in robust health but 
was referred for urologic study initially because of 
pyuria detected on an insurance examination. The 
first examination 8 years ago revealed a vesical neck 
contracture, trabeculated bladder with cellule forma- 
tion and one small diverticulum. A transurethral re- 
section was done with uneventful convalescence. One 
vear later this film was obtained (Fig. 3). At the 
present time the patient is asymptomatic except for 
occasional clinical prostatitis manifested by low back- 
ache, a feeling of fatigue and urgency of urination. 
On each occasion this has subsided on chemotherapy 
and periodic prostatic massages. It is of interest that 
this man has a 5 year old son whom we recently 
investigated because of persistent eneuresis. ‘The son 
also has a vesical neck contracture. A voiding cysto- 
gram reveals no vesicoureteral reflux and his retro- 
grade pyelograms are within normal limits. 


It is certainly stimulating to again be reminded 


FIG. 3 
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of the importance of this rather easily performed 
diagnostic aid. Many times in children this will per- 
mit sufficient urologic investigation to account for 
the pyuria without requiring hospitalization, anes- 
thesia and cystoscopy. As the importance of cys- 
tography in the study of pediatric urologic problems 
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becomes more universally recognized, not only among 
urologists but pediatricians, radiologists, and general 
practitioners, it will be used increasingly as an aid 
in assessing a given clinical situation. As more cases 
are assembled we as urologic consultants will be 1a 
a better position to evaluate our findings. 
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Keratoacanthoma: 
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A Frequent But Rarely 


Recognized Skin Lesion Contused with Squamous Carcinoma* 


WILLYS M. MONROE, M.D.,+ Richmond, Va. 


It appears that this is a benign lesion whose true nature has been recognized only recently. 


IN RECENT YEARS several reports have appeared 
in European medical journals describing 
tumor-like growths of the skin under the 
names of “self-healing carcinoma,” and “‘idio- 
pathic pseudo-epitheliomatous hyperplasia.” 
Only within the last two years have descrip- 
tions of these lesions been publsihed in Amer- 
ican journals, and, with one exception, all 
articles have appeared in the specialized jour- 
nals of dermatology and pathology. Conse- 
quently, knowledge of the true nature of this 
condition has largely escaped the attention 
of the average practitioner. This is a matter 
of some concern, because this lesion is seen 
frequently and until very recently its true 
status has not been appreciated. Keratoac- 
anthomas have doubtless been surgically ex- 
cised for years, and diagnosed pathologically 
as squamous carcinomas of the skin despite 
their completely benign nature. Being on the 
lookout for them, we have seen about a dozen 
since last July. 


History 


Probably the first keratoacanthoma on 
record is the report 60 years ago of an “‘epithe- 
lioma” cured by oral potassium arsenite solu- 
tion.! In 1929, a lesion described as a “ver- 
rucome,” but mistakenly treated as an extra- 
genital chancre despite negative darkfield and 
serologic tests, was reported cured by arsen- 
icals.2 The concept of molluscum sebaceum 
appeared in England approximately 20 years 
ago because of the resemblance of these lesions 
clinically to molluscum contagiosum.® At 
about the same time they were described as 
“self-healing carcinomas.”* Six years ago the 
identity of verrugoma, molluscum sebaceum, 
and “self-healing with  kera- 
toacanthoma became generally accepted.*-® 


carcinomas” 


*Read before the Orleans Parish Medical Society, New 
Orleans, La., April 9, 1956. 

tFrom the Laboratory of Pathology, U. 
Service Hospital, New Orleans, La. 


S. Public Health 


Allen teels that the keratoacanthoma is es- 
sentially coalescent comedones.? 


Clinical Features 


The solitary keratoacanthoma usually ap- 
pears upon the face, hands or arms. On the 
face it may occur anywhere but is common 
on the evelid and the nasolabial fold. In most 
instances no previous history of injury is 
elicited, but occasionally the patient has re- 
called an insect bite, a scratch with a rose or 
briar thorn. Recently, we saw a typical lesion 
develop at the site of a squeezed blackhead 
on the nose. In another, the patient thought 
he had stuck himself with a fish-bone at the 
site of the lesion a few days before it ap- 
peared. Relationship to injury, however, is 
probably fortuitous. 

The lesion grows rapidly, usually over a 
period of a month to six weeks. Its edges be- 
come elevated, indurated and reddened. The 
center is crateriform, covered with a keratotic 
crust, which may be pulled off revealing nod- 
ular, easily bleeding vegetations beneath (Fig. 


FIG. 1 





Typical keratoacanthoma. Note particularly the rolled edge 
and central crater. (The dark area through the edge repre- 
sents a wedge biopsy.) 
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Microscopic appearance of edge of lesion (X 50). Note normal 
epidermis to right, and the sharply delineated crater to the 
1 

leit. 


1). The lesion may vary in size from 0.5 to 2.0 
or more centimeters. The central crater may 
be small, or it may enlarge considerably, evert- 
ing widely the overhanging shoulders. Some 
authors recently have divided keratoacantho- 
mas into three clinical types: the verrugoma, 
the molluscum sebaceum and the noduloveg- 
etating.* Such subdivision unnecessarily com- 
plicates a fairly straightforward picture, since 
these terms probably represent differences in 
size and rate of growth. 

The lesion looks and behaves clinically, like 
a rapidly growing skin neoplasm. The usual 
treatment consisted of surgical excision fol- 
lowed by a pathologic diagnosis of well- differ- 
entiated squamous carcinoma. Such a “tumor” 
only last year was so diagnosed both here and 
at the Armed Forces Institute of Pathology. 
Review of the histologic preparation undoubt- 
edly places it as a keratoacanthoma. 

Microscopically these lesions are character- 
ized by a crater-like defect in the epidermis 
(Fig. 2). The shoulders of the crater are ele- 
vated, overhanging, and of normal epidermis. 
The walls and the base of the crater are com- 
posed of markedly acanthotic and dyskera- 
totic stratified squamous epithelium arranged 
as many bizarre hyperkeratotic papillary pro- 
jections, filling the lumen of the crater with 
what appears to be clinically as nodular vege- 
tations. While the proliferating epidermal 
papillary structures are composed of many 
bizarre squamous cells with frequent and 
atypical mitotic figures, there is no tendency 
lor invasion (Fig. 3). Indeed, the entire lesion 
usually appears raised above the skin surface. 
(The name molluscum sebaceum was applied 
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Detail of rete peg at base of crater (450 X). Note the large 
number of mitotic figures, but lack of tendency to invade. 


to these lesions because of their superticial 
clinical resemblance to molluscum contagio- 
sum and because microscopically they appear 
to have some sebaceous 
elands.) The base of the lesion is infiltrated 
with many inflammatory cells, lymphocytes, 
plasma cells, and not infrequently eosinophils. 
As the lesions age many multinucleated cells 
of the foreign body type appear scattered 
through the inflammatory infiltrate near the 
keratin cysts (Fig. 4). 


association with 


Keratoacanthomas must be differentiated 
from squamous and basal cell carcinomas, 
senile keratoses, common warts, molluscum 
contagiosum and blastomycosis. Space does 
not permit a complete discussion of the clin- 
ical differential characteristics of each, and 
since a biopsy is usually taken the diagnosis 
falls to the pathologist. Given an awareness 
of the entity this is not difficult. A 


squamous 





Base of lesion (270 X), showing epithelial rete pegs with 
inflammatory infiltrate and multinucleated giant cells in 
surrounding area. Note position of sweat glands, indicating 
superficial location of lesion. 





854 SOUTHERN MEDICAL JOURNAL 


carcinoma invades. A basal cell carcinoma is 
made up of basal cells. Senile keratoses do 
not as a general rule present the characteristic 
craterilorm configuration. Common warts 
show balloon changes and intracytoplasmic 
inclusions in the stratum granulosum. There 
are inclusions in molluscum contagiosum, and 
in blastomycosis budding yeast forms may be 
identified. There are, however, borderline 
forms difficult to diagnose. 

What causes these lesions? The history of 
sudden appearance, rapid, but self-limited 
growth, and gradual spontaneous disappear- 
ance favors their infectious origin. Reports of 
regression following arsenical or antibiotic ad- 
ministration lend support to this hypothesis, 
but in no way contirm it. A review of the case 
reports provide no clue as to what the in- 
fectious agent might be. Recent attempts to 
isolate a virus have been encouraging but in- 
conclusive." Exposure to sunlight, tars or 
petroleum distillates are associated with the 
appearance of keratoacanthomata. Indeed, it 
has been stated that workers in tar or oil de- 
veloping keratoacanthomata have a com- 
pensable disease.” Thus a concept of two 
etiologically distinct types of keratoacanthoma 
has evolved. One is the single type related to 
aging and exposure to sunlight; the other is 
the multiple tvpe and is linked with exposure 
to petroleum products and tars." 

Surgical excision effects a cure and permits 
histologic confirmation. Such treatment is 
simple and gratifying where closure of the 
defect may be effected without grafting. The 
lesions will heal following curetting or elec- 
trocautery with only slight scarring. X-ray is 


curative, but it seems to be rather radical 
treatment. 
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A few reports have suggested that Maphar- 
sen, chloramphenicol, Aureomycin and peni- 
cillin are curative. We have had no experience 
with these agents. Finally, the lesions may dis- 
appear spontaneously. 

It would appear that surgical excision is 
probably the treatment of choice, for while 
the lesions have a characteristic history and 
appearance they could be confused with a 
neoplasm. 


Summary 


We have described a common skin lesion 
looking and initially behaving both clinically 
and pathologically like a skin cancer and for 
many years diagnosed as such, but which is 
none the less a completely benign lesion. 


Richmond Memorial Hospital 
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Symposium on the Rehabilitative Management of the 
Severely Uisabled, Chronically Ill, and Aging 


Moperator: CHARLES D. SHIELDS, M.D., Washington, D.C. 


Introduction 

Complete rehabilitative services are com- 
plex and expensive. They are necessary for 
patients with severe disabilities and long-term 
illness. Every physician has an obligation to 
be concerned with rehabilitation. 

The term rehabilitation is most comprehen- 
sive and sometimes confusing. Hamilton says, 
“Everything from the national economy to the 
Hollywood complexion is currently being re- 
habilitated.”” 

The term rehabilitation in medicine has 
two meanings. It is a medical specialty and 
it is a concept of medical practice. Physical 
medicine and rehabilitation is the special 
form of practice that is concerned with the 
diagnosis and treatment of neuromuscular 
diseases and certain musculoskeletal defects. It 
utilizes such essential tools as physical therapy, 
occupational therapy, speech therapy, and 
vocational counseling. 

Rehabilitation, the concept of practice is 
the responsibility of every physician. This 
concept is particularly essential in dealing 
with long-term illness. Good rehabilitative 
practice demands that all medical services 


be available and utilized from the onset of 
injury or illness. 

It further demands that all other services 
necessary to return the patient to his school 
or to his job be provided promptly and ade- 
quately. It implies that the patient will be 
limited only by his motivation and by his 
physical and mental capacities properly devei- 
oped through training. 

This Symposium which I am_ privileged 
to moderate is concerned with many types 
of disability and long-term illness. This wide 
range of subjects makes it obvious that the 
physician engaged in general practice is truly 
concerned with rehabilitation. The speakers 
will emphasize that every physician engaged 
in any form of medical practice must have 
the concept of total rehabilitation. They will 
explain that proper utilization of the special 
field of Physical Medicine and Rehabilitation 
is necessary to shorten convalescence, to train 
the patient in self-care, and to return him 
to school or to work when this is possible. 
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I. Principles of Rehabilitation of the 
Tuberculous Patient for Industry’ 


B. B. BAGBY, JR., M.D.,7 Oteen, N. C. 


EMPLOYMENT OF THE HANDICAPPED WORKER 
in industry is a program of great national in- 
terest. Much is being done to interest the 
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public in general, and the employer especial- 
ly in the advantages of employing handi- 
capped persons. 


Persons with inactive tuberculosis fall into 
this handicapped group. However, they pre- 
sent several special problems in their place- 
ment into industry. 
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The tuberculous patient has two “strikes” 
against him to start with: namely, (1) the 
fact that tuberculosis is a relapsing or recur- 
rent disease, and (2) that it is a communicable 
disease. The prospective employer is usually 
much concerned about the tuberculous pa- 
tient staying well and being able to stay on 
the job. It is a poor policy to train a person 
and have him break down on the job just 
when he is becoming a useful and valuable 
employee. 

It should be pointed out here that any em- 
ployee does better when placed in a suitable 
job and one for which he is physically, men- 
tally, emotionally and mechanically — best 
equipped to do. Handicapped workers are no 
exception and tuberculous patients especially 
fall into this category. 

Employers frequently fear to take on pa- 
tients having inactive tuberculosis—not only 
because of possible reactivation, but also they 
fear they may infect the co-workers. This is a 
valid fear since the employer would, of course, 
have a certain amount of liability and _ re- 
sponsibility for the co-workers’ health and 
well-being. Industry, large and small, has had 
varying policies in regard to employing ex- 
tuberculous patients. 

Almost all employers will take a patient 
back to work if he developed activity during 
the time he was actually employed with the 
company. Though some few companies use 
various excuses to avoid re-employment of 
ex-tuberculous patients, most are generally 
agreed on that policy. 

New employment of a patient with inactive 
tuberculosis is another matter. Jocz! reports 
on the experience of a large automobile manu- 
facturer who changed his policy during the 
war to allow the new employment of ex- 
tuberculous patients. It was found these pa- 
tients made good employees and that their 
rate of breakdown was small, and also that 
there was no correlation between the ex- 
tuberculous patients and the new cases of 
tuberculosis found in the plant. 

Some of the most progressive industries 
with the most advanced thinking, have a very 
rigid policy of never employing ex-tubercu- 
lous patients. 


For example, several years ago, a young 
veteran was completing his college course 
leading to a B.S. degree in engineering. He 
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was approached by a representative of one of 
the largest and oldest industries relative to a 
position in their Research Department. He 
accepted the position and was sent for a 
routine pre-employment physical examina- 
tion. X-ray studies at that time revealed a 
minimal tuberculous lesion. He immediately 
entered a tuberculosis hospital for treatment 
and completed the required treatment, in- 
cluding a period in our Rehabilitation Cen- 
ter. Just prior to his discharge he wrote the 
company in regard to the position. He 
pointed out to them that he had completed 
his treatment, and included a statement from 
the hospital authorities that he could do a 
full day’s work without danger to himself or 
others with whom he might come in contact. 
He received an immediate and final answer 
to his request “We do not employ ex-tubercu- 
lous patients.” It does not seem right that a 
man sought out by a company as being needed 
should be refused because of the single dis- 
ability of his inactive tuberculosis. Happily, 
I can say that this man made application to a 
government agency and was promptly em- 
ployed in a position worthy of his training 
and interests, along with his inactive tubercu- 
losis. He has continued his work and has had 
several promotions during his period of em- 
ployment. It appears that our government is 
taking an active lead in the employment of 
inactive tuberculous patients in suitable jobs. 

The foregoing example is not an isolated 
example of industrial policy, neither is it true 
in all industries. Many large and good indus- 
tries will employ inactive tuberculous patients 
in suitable jobs. 

The U. S. Department of Labor? reviewed 
the placement of tuberculous patients and 
compared their work performance with un- 
impaired employees. The conclusion was that 
the ex-tuberculous employees studied in this 
survey were, “normal workers, who, properly 
placed, were able to compete successfully with 
unimpaired workers on the same jobs.”’ 

The Asheville, N. C. area years ago was one 
of the sections of the country where tubercu- 
losis was thought to be best cured, and there- 
fore many people came to this area as pa- 
tients, and as is common, many chose to re- 
main after completing their treatment. Be- 
cause of this many of the people in this area 
either had, or had relatives who had _ had 
tuberculosis. This tends to give a better un- 
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derstanding of the problems of the ex-tubercu- 
lous patient in a community. Thus, we may 
have a larger percentage of our patients em- 
ployed in industry in this area than elsewhere 
in the country. But even in this community 
there are a number of firms that will not em- 
ploy ex-tuberculous patients and this has 
caused us a great deal of concern. 

How are we going to get a larger percentage 
of industry to employ the formerly tubercu- 
lous patients? 

Chere is no clear-cut answer but two majon 
approaches are: (1) an educational program 
to show that the ex-tuberculous patient will 
be a good employee and that he will not be a 
danger to others; and (2) to see that every 
effort is made medically and vocationally to 
assure the employer that the patient he is in- 
terested in is to be a better than average em- 
ployee. 

The Rehabilitation Center, Swannanoa 
Division, Veterans Administration Hospital, 
at Oteen, is I believe, one of the answers. 
During the period of hospitalization we at- 
tempt to give the patient the same vocational 
activity he was used to or as near this, as is 
possible to give him in the hospital. The 
activity is gradually increased in hours until 
the patient, at the time of discharge, is doing 
7 hours of rehabilitation work a day, and has 
been doing this for a period of time. 

We discharge this patient with an 8 hour 
work tolerance which means that we can say 
from experience that this man can do 8 hours 
a day of moderately strenuous work, or, in 
special cases 8 hours of light or sedentary 
work. The prospective employer has some- 
thing definite to put his finger on, since he 
knows that the patient has been tried and 
found able, before employment, and that he 
is not being asked to take an employee on 
trial. 

Dawson* in a recent article tells of the suc- 
cess that he and his co-workers have had 
through a coordinated program with the State 
Vocational Rehabilitation Service. Such a 
close relationship between agencies is a won- 
derful thing and something we should all 
strive to gain. 

A study of the data presented points to the 
fact that under careful planning and with 
good medical judgment, the tuberculous pa- 
tients in the study had as good a rate of em- 


SYMPOSIUM ON REHABILITATIVE MANAGEMENT 857 





ployment as most of the others and better 
than some; in other words, while the paper 
was not intended to compare the tuberculous 
patient with other severely disabled patients, 
there was some comparison present, and the 
tuberculous patients showed up well. 

At this point may I state that one of the 
biggest stumbling blocks in the path of the 
ex-tuberculous patient into industry is the 
medical profession itself. All too often, two 
or more doctors, in deciding what such a pa- 
tient can or cannot do vocationally, will come 
up with as many different thoughts as there 
are doctors. Can one blame the personnel di- 
rector or industrial doctor for questioning the 
advisability of employing this type of patient 
if the patient’s own doctors cannot agree on 
what he can do? 

Another answer to the employers that will 
help is to point out to them that there is no 
provision in the workers compensation or 
other insurance that increases insurance rates 
when a handicapped employee is_hired.4 
Further, most states have a provision in their 
laws that frees the employer from financial 
responsibility for second breakdowns in the 
case of tuberculous patients. 

The medical profession and the rehabili- 
tation teams should make an all-out effort to 
carefully evaluate and place former-tubercu- 
lous patients in selected jobs in industry with 
the knowledge that every patient who suc- 
ceeds in their job is not only benefiting him- 
self personally, but is a light and a milepost 
in helping other tuberculous patients to a job 
in industry. On the other hand, every time 
such a patient breaks down on the job or 
otherwise proves a failure in his job, he is 
placing an anchor around the neck of all 
other ex-tuberculous patients and is just 
setting the program back further. 

With the newer concepts of active treat- 
ment of tuberculosis, with the newer aspects 
of the rehabilitation of the tuberculous pa- 
tient, and with the employers of the nation 
participating in the “back to industry of the 
handicapped” we are at a crossroads in this 
problem. Will we go forward, or will we fail 
and fall behind? We alone have the power 
to give an answer. 
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Discussion (Abstract) 


Dr. Jacob R. Jensen, Baltimore, Md. In tubercu- 
losis, treatment and rehabilitation are not separate 
processes, treatment not being complete until the 
patient is again able to earn his living and provide 
for his family. 

Early contributions Rehabilitation Services can make 
in preparing the patient for return to industry, is to 
help him become motivated, to stimulate in him the 
desire to work again, as well as to dispel the fear of 
disability which often may militate against return to 
work. 

When vocational counseling and prevocational ex- 
ploration with definite objectives are started early 
enough within the hospital, the tuberculous patient 
finds it less difficult to become adjusted to life out- 
side the hospital and to work again with the con- 
fidence that he will succeed. 

Dr. Bagby pointed out certain special problems in 
the placement of tuberculous patients into industry. 

One of these, the tendency of the tuberculous per- 
son to relapse, is a serious problem and one of the 
major reasons why some employers are reluctant to 
engage tuberculous persons, despite the fact that they 
may be fully capable of returning to work. In the 
era before long-term chemotherapy the relapse rate 
was 30 per cent or more with nearly half of the re- 
lapses occurring during the first year of work. With 
present-day long-term chemotherapy, including the 
wider use of excisional surgery of residual necrotic 
lung tissue and total rehabilitation, we may expect 
the relapse rate to be substantially reduced from for- 
mer figures, and future studies should give us reliable 
data with regard to relapse rates for these patients. 
Not until 1956 will there be sufficiently large groups 
for study with five year post-treatment follow-up 
observations. 

The second factor mentioned by Dr. Bagby is the 
infectious element which has important implications 
upon returning the patient to industry. There should 
be no bar to the employment of a patient with in- 
active tuberculosis. He is not infectious. The indus- 
trial physician, as well as the personnel officer in 
industry, should be made aware of the latest trends 
in the philosophy and treatment of tuberculous pa- 
tients. In our experience, large industrial concerns 
offer little difficulty in re-employing tuberculous 
patients with inactive disease, if such patients have 
worked over a year for the particular company. Tu- 
berculous patients who have worked less than a year 
for a particular concern, but possess specific skills, 
usually have no difficulties in re-employment. A num- 
ber of large industries will employ new workers with 
inactive disease, if such workers possess specific skills. 
It is the person who possesses no specific skill, that 
invariably has difficulty in employment. 
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The V. A. Hospital in Baltimore, has been in oper- 
ation three years. A system has been developed which 
returns a large number of discharged patients for 
scheduled three-day rechecks. Patients are generally 
discharged upon reaching a four hour work tolerance, 
which closely corresponds to the attainment of in- 
active status. Follow-up data on 364 such patients, 
more than 90 per cent have inactive lesions, followed 
from 3 to 28 months, show that 275 or 75 per cent 
are employed. Of that number, 65 patients or 24 per 
cent have obtained part-time work, some within one 
month following discharge; 210, or 76 per cent, of 
the 275 patients employed have obtained full-time 
work within 3 or more months following discharge. 
Eighty-one patients or 22 per cent of the 364 have 
entered schools or on-the-job training. 

Fighty-nine patients, or 24 per cent, are still un- 
employed. Of this number, 12 have retired and 41 
have no work tolerance assigned. Of the 41, some 
would fall into the group of patients with such ex- 
tensive disease that they would not have survived in 
the days before chemotherapy. Poor pulmonary func- 
tions is a considerable factor in these patients. Of 
the remaining 36 of the 89 unemployed patients, or 
10 per cent of the total group of 364 patients, some 
are now awaiting an eight hour work tolerance in 
order to accept employment which is awaiting them. 

It is also of interest to note that, in addition to 
the 81 patients in school or training, 84 or 23 per 
cent have entered new vocations. 

How many of the 364 patients whom we have been 
able to keep under observation have relapsed? The 
data shows that 8, or 2 per cent, have shown radio- 
logic and/or bacteriologic relapse. Five within 3 to 
12 months after discharge and three within the 
thirteenth to fifteenth months. Of these 8 patients, 
3% were working and 3 fell in the group with no work 
tolerance assigned. 

Consequently, the role of relapse among these pa- 
tients who have been willing to submit to close follow- 
up at our hospital during the last three years, has 
been gratifyingly low. This should provide added 
emphasis to the thesis that the rehabilitated, inactive 
tuberculous patient is a good industrial risk where 
suitable employment has been obtained. An adequate 
total program for the treated tuberculous individual 
should be based upon a very low probability of re- 
lapse in inactive cases leading well-regulated lives. 

Dr. V. J. Sutch, Kerrville, Tex. If we recognize 
the principle that rehabilitation of the tuberculous 
patient begins at the time of diagnosis and admission 
to the hospital, it is not too soon to plan with the 
patient and his employer. The employer is concerned 
as to the condition of his hospitalized employee, a 
valid concern since the employer has certain re- 
sponsibilities for his employee's health and well-being. 
Ihe employer should be informed of the true con- 
dition of his employee and if we are honest with 
him he will probably be honest with his employee. 
Later, in a proposed rehabilitation plan designed to 
return the patient to his old job or a suggested re- 
assignment, the employer should be called upon for 
suggestions and participation in this program. 


Approximately two months before discharge a com- 
plete Medical Rehabilitation Summary, including an- 
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ticipated discharge date, should be sent the employer 
discussing the possibility and reason for continuation 
of drug therapy even after discharge. By this method 
we have been successful in breaking through some 
of the obstacles in the re-employment of the tuber- 
culous patient in certain industries. In the past 
year we have had a greater opportunity to study this 
question. Since we are discharging all of our inactive 
cases with recommendations that they continue their 
chemotherapy for six months to a year following dis- 
charge, they are recalled to the hospital for evaluation 
prior to the discontinuance of drugs. At the same 
time we try to evaluate possible results of our re- 
habilitation program he pursued while hospitalized 
by questioning the patient as to employment, type, 
and duration. In a very few instances we find some 
industries will not employ him as long as he is on 
drug therapy, but do re-hire him when it is terminated. 
The number of unemployed or not in training is sur- 
prisingly low, and in only a few isolated cases so far 
we have found that certain industries will not hire 
an ex-tuberculous patient. 


We find that the military installations, of which 
we have a number in our section of the country, 
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rarely turn an inactive case away after we supply 
them with our Rehabilitation Summary, in which we 
describe the activities the patient developed in his 
physical tolerance. 

We must also recognize that the tuberculous patient 
is just as fearful of returning to industry, as industry 
is of his returning. Many of the problems of employ- 
ment and re-employment of the inactive tuberculous 
patient are centered in the attitude of the patient 
himself. Remove this fear and you will have minimized 
the strikes already called against inactive tuberculous 
patients by industry. We are trying to accomplish this 
at our hospital by a “Job Experience Program” or 
Industrial Therapy if you please. This is a graded 
and graduated in-hospital and community type of 
rehabilitation, where the patient is actually assigned 
to an industrial activity consistent with what he plans 
to do when he returns to industry. In case of a hos- 
pitalized employee this program should be thoroughly 
coordinated with the employer. Thus, at the time of 
discharge and placement, the patient has had a period 
of actual working experience and is confident, and 
can be told he is going to be able to stand up to the 
mental and physical requirements of a selected job. 


Il. The Role of the Physiatrist as 
Consultant to the General Practitioner 
in Problems of Rehabilitation 


Management* 


JOHN W. DEYTON, M.D.,7 St. Louis, Mo. 


THE PRACTICE OF CONSULTATION in medical 
fields is perhaps as old as the human race. 
It is today regarded as one of the most time- 
honored customs of our profession, a right 
to which both the patient and the physician 
are entitled. Consultation is not per se a mat- 
ter of checking on the original doctor or of 
getting another physician’s endorsement to his 
beliefs or system of treatment. Rather it is a 
supplemental or complemental service to the 
ill or injured,—it is a sharing of responsi- 
bility. 

The physiatrist, the specialist in technics 
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of physical medicine and rehabilitation, now 
comes as a new consultant to add his methods 
to reduce the problems of the chronically ill 
and aging, to circumvent the disabilities of 
both disease and accident, and to improve the 
lot of the handicapped member of society. He 
brings to consultative medicine a_ highly 
specialized field requiring much expenditure 
of time and effort. He presents a different 
concept to the problems of medical practice 
that has not been covered heretofore by other 
consultants who have concerned themselves 
primarily with establishing a diagnosis and 
with setting up a rationale for treatment of 
the condition under scrutiny. These con- 
sultants aid the general practitioner in saying, 
“Here is what we are dealing with,” and 
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“Here is what to do about it.” But acute ill- 
ness and injury come to an end; the effects are 
left, the residuals stay—‘‘The song is over, but 
the melody lingers on.” Here the physiatrist 
adds his bit. He helps the family doctor take 
care of the end results. He evaluates the resid- 
uals and tries to answer the question, “How 
can we make the most of what is left?” This is 
the first time in the long history of our hon- 
ored profession that a specialty has been de- 
voted to the medical responsibility of what 
happens after the acute phase is over. 

One of the very common problems of the 
family physician is hemiplegia. The town 
banker or baker, the preacher or teacher, the 
saint or sinner, may suffer a stroke of paralysis. 
With an emergency call at night, a wailing 
ambulance siren, a desperately ill middle-aged 
man or woman is transferred to the local hos- 
pital and the general practitioner is there 
fighting to save a life. One side of the pa- 
tient’s body is completely paralyzed and _ his 
speech may be affected. After a long hospital 
stay and the expenditure of much or all of 
the family’s resources, the patient’s life has 
been saved and he goes home with the typical 
hemiplegic residuals. Notoriously little, at 
best, was done for these remaining disabilities 
in the past. Nearly every patient can be im- 
proved to some degree by the application of 
rehabilitation procedures. The banker may 
never bank again, nor the baker bake, nor 
the preacher preach, but oftentimes a sulf- 
ficient return of function may be promoted 
to allow a substitute livelihood, a difference 
between dependence and independence, or 
between institutional care and home life. The 
returns of function that do occur can be 
capitalized on more under the guided pro- 
tective program of the physiatrist and his re- 
habilitation team than under the policy of 
watchful waiting and the laissez-faire attitude 
that has characterized the previous helpless- 
ness in hemiplegia. We deal daily with pa- 
tients who have maximal residuals and min- 
imal returns, and our function is to put to- 
gether what is left and get the most out of it. 
It is often possible to nurture small returns 
of function into significant gains which can 
be coordinated in a balanced effort, and mean 
the difference between living at home or be- 
coming a custodial problem. Some well-ad- 
ministered physical therapy may prevent de- 
formities, a frozen shoulder, or being con- 
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fined to a wheel chair. A brace may liberate 
the patient from his home-bound prison. 
Speech therapy may promote sufficient ex- 
pression to make communication possible 
again. Apparatus and gadgets for one-handed 
activities may make self-care, housekeeping or 
the pursuit of a hobby possible. Thus, all is 
not hopeless for the hemiplegic; rehabilita- 
tion procedures can bring benefit to him. In 
this way the physiatrist can assist the general 
practitioner in the over-all responsibilities of 
this type of case, and prevent another hemi- 
plegic from becoming a burden to society. 
On another occasion, the general prac- 
titioner’s phone disturbs his much needed 
rest. There has been a serious accident on 
“suicide road” involving a car full of young- 
sters returning from a dance in a nearby town. 
The only son of a leading business man in 
the community is in the emergency room of 
the hospital where the doctor is Chief of Staff. 
You, the general practitioner, have been 
taking care of the family for years. Your ex- 
amination shows that the boy has a broken 
back, paralyzed from the waist down, legs 
without sensation, and loss of control of blad- 
der and bowel. You call in a neurosurgeon 
and a laminectomy is done which reveals that 
the spinal cord has literally been pulled in 
two. The family must be told that their only 
boy is a permanent paraplegic, requiring a 
wheel chair existence, with all the overtones 
that accompany paraplegia in the young, in- 
cluding loss of sexual function. There are 
serious doubts as to the boy’s ability to accept 
the responsibility of running the business 
that will one day be left to him. Even months 
after the tragic accident, this boy may be on 
drainage by catheter, flat on his back, and 
with serious bedsores. The situation is des- 
perate. Someone suggests that perhaps physical 
medicine and rehabilitation can do some- 
thing, and you say “Fine—let’s call the physia- 
trist.” Yes, there are a good many things that 
we can contribute to this lad’s future care. 
The probabilities are that he can be taught 
to develop automatic control of the bladder 
and bowel and thus take part in social ac- 
tivities. We can say with almost categorical 
assurance that his bedsores can be healed, 
though this may require the assistance of a 
plastic surgeon. If the cord is severed at not 
too high a level, the possibilities of this boy 
being made ambulant in braces and with 
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crutches are excellent. All the muscles that 
have not been denervated by the transected 
cord can be strengthened. In fact, the upper 
extremities can be taught to take over some 
of the function lost in the lower extremities 
that are now paralyzed. This is true in the 
same sense that a blind man may eventually 
“see’’ with his ears, and a deaf man may learn 
to “hear” with his eyes. 

Concurrent with the process of physical 
restoration, we shall be establishing a voca- 
tional diagnosis. This young man, now para- 
plegic, will not be able to meet the physical 
demands of a plant supervisor, but he may 
be able to meet those of accountant or ad- 
ministrator. If he is able to take his handicap 
in his psychologic stride he may come out of 
this personal tragedy with no vocational 
handicap. Administration, dictation, or plan- 
ning do not require legs. The vocational 
counselor helps to put this boy in the right 
niche to produce and earn. Physical therapy, 
occupational therapy, and nursing can_pre- 
pare him to get the most out of what is left. 
Social Service assists in reintegrating his life 
with the family and community. All work to 
one end,—to put him back on his feet, back 
into society, and back to work. The physiatrist 
acts as Captain or coach of this team. 

A valuable workman in one of the indus- 
tries of your home town gets his hand caught 
in the machinery and it is ground off. Since 
you have been serving his family for years, 
you are called, and the traumatic amputation 
is converted to a surgical one. Industry gets 
an amputee, the Workman’s Compensation 
Commission gets a disabled workman, and 
compensation insurance gets a_ beneficiary. 
The physiatrist can be of help to you in this 
situation. Physical therapy can be admin- 
istered to prevent a frozen shoulder, main- 
tain a normal range of motion of the stump, 
overcome tightness, strengthen muscles, and 
harden the stump in preparation for the fit- 
ting of a satisfactory prosthesis. The trouble 
in the past has been that the doctors have 
gone out of the picture when the patient left 
the hospital, and there was no medical par- 
ticipation in the fitting of an artificial limb 
or the training in its use. All too often a new 
amputee answered an ad, or saw a salesman 
for a limb company and secured a prosthesis 
that was selected on the ability to pay rather 
than on the needs of the amputee. The phys- 
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iatrist and his rehabilitation team can analyze 
each case, determine the individual needs of 
the amputee, and order the component parts 
for the prosthesis to meet these needs, regard- 
less of how detailed or intricate they may be. 

With the team approach to the problems of 
rehabilitation for the amputee, instruction is 
given in the use of the prosthesis, and the 
amputee is required to pass rigid check-out 
tests of performance before discharge. Another 
trouble with amputee-service in the past has 
been that a prosthesis was purchased, deliv- 
ered, fitted, paid for, and then,—‘‘Goodbye— 
Good luck.” A large percentage of these limbs 
have ended up in a closet to collect dust. Pos- 
sibly they have been worn when going out 
socially to give the cosmetic appearance of all 
limbs being present. Every amputee definite- 
ly should have training in the use of his new 
prosthesis. 

We have illustrated through cases of hemi- 
plegia, paraplegia, and amputees, that the 
physiatrist can be of service to the general 
practitioner in the rehabilitative management 
of these individual cases. Many other condi- 
tions lend themselves equally well to physi- 
atric management. It has long been recognized 
that the residuals of poliomyelitis are greatly 
benefited by the technics of physical medi- 
cine and rehabilitation. 

The arthritic patient is another example 
where the physiatrist can be of value to the 
general practitioner. Multiple sclerosis and 
muscular dystrophy may give less spectacular 
results, but these patients can oftentimes be- 
taught to circumvent their disability enough 
to live better and more comfortably. Our 
function is to do something with what is left, 
put it together, coordinate it, brace it, sub- 
stitute for what is gone, but by all means to 
promote self-care, and wherever possible, re- 
turn the patient to his status as a working 
member of society. 

The general practitioner has contributed 
much toward increasing life’s expectancy 
which has now exceeded 70 years. Thus, an 
aging population and an increasing amount 
of chronic illness will make heavier demands 
on his time. Those years that have been added 
to life’s span can be made more fruitful, more 
productive and more rewarding by taking full 
advantage of rehabilitative management of- 
fered by the physiatrist’s program of physical 
medicine. 
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III. Basic Concepts for the Restoration 
of the Psychiatric Patient to the 
Community and Employment” 


LLEWELYN H. KING, M.D.,t Murfreesboro, Tenn. 


FOR MANY YEARS, superstition and prejudice 
have played an important part in the attitude 
of the community toward the mentally ill. 
Mental patients have been thought of as peo- 
ple possessed of an Evil Spirit to be shunned, 
or to be tolerated as nuisances with whom 
we occasionally lose our temper. Neither of 
these attitudes has enabled us to accomplish 
anything useful to either the patient, the in- 
dustry for which he is to work, or the com- 
munity to which we seek to return him. 
Public Law 113 passed in 1943, provided, 
among other things, that the services of the 
olfice of vocational rehabilitation be extended 
to include the emotionally ill. The statistics 
for 1953 of the office of vocational rehabilita- 
tion showed that of a population of some 
700,000 mentally ill in this country, about one 
per cent were rehabilitated, about 15 patients 
per state, and suggests that only a few states 
have a working program for the mentally ill. 
The probable causes of such a low figure are 
the lack of personnel trained in the problem 
of the rehabilitation of the psychiatric pa- 
tient, and a failure to recognize that such a 
plan for rehabilitation requires a change in 
personnel, in philosophy, in attitude and 
criteria. In addition to accepting that funds 
for rehabilitation of the mentally sick were 
scarce, that trained personnel were lacking, 
that community education was not too well 
developed, there existed also a lack of good re- 
lationship between the personnel of the men- 
tal hospital and the rehabilitation agencies. 
Too, the problems of the vocational place- 
ment of the psychiatric patient were not too 
well known. Planning for vocational place- 
ment was more or less haphazard and no sys- 


*Symposium on Rehabilitation, read before the Section on 
Physical Medicine and Rehabilitation, Southern Medical As- 
sociation, Forty-Ninth Annual Meeting, Houston, Tex., 
Novernber 14-17, 1955. 


+From the Veterans Administration Hospital, Murfreesboro, 
Tenn. 


tem of referral was developed. Sometimes the 
few workers who were willing to work with 
the psychiatric patient were discouraged by 
the poorly developed planning. 

The best single means we have in helping 
us to secure the assistance of the community 
in restoring the psychiatric patient to his 
place in the community and in industry is 
Knowledge. If the patient and his illness is 
understood, we will be both better able to 
treat him and to use his abilities to the best 
advantage. It is not desirable that everybody 
shall become specialists in mental disease but 
it is desirable that people who will be called 
upon to deal with the mentally ill have as 
much knowledge of mental conditions as the 
ordinary well-educated person would have 
about heart disease or tuberculosis. The aim 
in teaching will be to impart to the interested 
persons such knowledge of mental illness as 
will help them handle this type of patient 
intelligently. The program of training should 
include such subjects as a description of what 
mental diseases are, their causes, so far as is 
known, their treatment, the effects of a mental 
breakdown on a person, and what are in gen- 
eral the usual outcomes of the various types 
of mental illness. We are going to be asked 
questions by interested people as: Is he cured? 
Is he dangerous? Is he able to work? We will 
hear comments from prospective employers 
such as, “I am sure I can use this man and I 
am sure I can get my other employees to help, 
but I am not sure of my customers’ reactions. 
I am not a trained person; I don’t know much 
about these people but in case I employ this 
man—in case he should have a breakdown— 
can I call on you for help? Would you take 
him back in the Hospital?” A _ vocational 
training officer may ask, “Can you guarantee 
that this person will not have another break- 
down, because if there is a chance he will, | 
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would not want to spend the money—it is too 
risky.” Then there is the would-be-employer 
who needs to have his unexpressed fears 
calmed. He wants to do his Christian duty, 
he will say, “I feel it is up to all of us to do 
our best. I don’t know what is best in this 
instance but I am willing to do my Christian 
duty.” 

Prospective employers and others should be 
taught that there are many kinds of mental 
sickness; some types are not very common, 
others are very common; that as a group 
mental disorders occur much oftener than 
other diseases and that a large per cent of 
our hospital beds are filled by psychiatric 
patients. They should be sold on the idea that 
many mental patients can be restored to use- 
ful community life by the use of a little pa- 
tience, understanding and guidance. The em- 
ployer will want to know about causes and 
effects of mental breakdowns, particularly 
when he learns that he can be of help in pre- 
venting them by helping reduce the strain 
which might be put on a nervous person 
through intelligent placement and super- 
vision. It is wise that all interested persons 
be informed of the striking characteristic of 
the mentally ill, their suggestibility. Treated 
with normal courtesy and consideration, these 
patients quickly respond in kind. Employers 
especially should know that not all mental 
patients become totally incapacitated; many 
may have symptoms so mild that they will be 
scarcely noted by any but a trained observer. 
They should be assured that the person with 
a mental disorder sufficient to make him 
dangerous is too sick to be allowed outside 
the walls of the hospital. They should know 
that the effects of a mental illness may vary 
from such residuals as mild confusion and 
mild memory loss to varying degrees of pe- 
culiar, impulsive behavior, progressive delap- 
idation and total mental incapacity. A person 
once considered accurate and accomplished 
may, after a serious mental illness, become an 
utterly inefficient worker who makes many 
and foolish mistakes of which he is apparent- 
ly unaware. 

Ordinarily, the patient who is considered 
to be ready for rehabilitation and with whom 
the employer and the community will come 
in contact will display few symptoms of his 
illness. He may be inclined to be moody, per- 
haps a little more irritable than normal and 
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perhaps taciturn and seclusive. On the other 
hand he may be aggressive and forward. He 
may express many and varied somatic com- 
plaints which appear to be an expression of 
his feelings of insecurity and fearfulness. 

The problem of integrating the patient who 
has had a mental illness into the community 
life and industry presents two aspects, that of 
the patient and that of the community. It 
amounts to fitting the patient into the com- 
munity and into the job. This aspect is the 
concern of the Rehabilitation Group. Re- 
habilitation is considered a_ philosophy of 
total care for while the disease is being 
treated, the patient and his surroundings are 
redesigned as a unit so that his effective power 
can be utilized to a maximum. 

One of the handicaps to thinking in the 
restoration of mentally ill patients is the al- 
most universal habit of thinking in contrasts, 
right and wrong, black and white, either and 
or. Our people have not yet been educated to 
fully appreciate the vast scale of differences 
in personalities and the idea that each per- 
son has his specific set of qualities. This needs 
to be pointed out in any training program 
dealing with mental illness. 

The first problem, that concerned with the 
community, has been outlined in discussing 
the need for training of specific members of 
a community. We need to reach the general 
public and to secure its practical approval 
and interest. No law can be effective unless 
it has the public support, and no rehabilita- 
tion program for the mentally sick can be 
successful unless it meets public approval. 

In attempting to restore the psychiatric pa- 
tient to the community and to industry, we 
are not doing something novel. As soon as 
psychiatrists began to pay less attention to 
physiology and classification and became in- 
terested in the patient as an individual, they 
devoted a lot of time and study to the prob- 
lem of the rehabilitation of their patients. In 
Europe, many years ago, a village was estab- 
lished for the mentally sick. Patients and their 
communities were studied and the Foster 
Home Plan was adopted. This was sometimes 
an unsatisfactory arrangement, but by and 
large it met with success. It is still in use 
today. Rest Homes were developed to provide 
supervisory care outside the hospital. Next in 
development was the Sheltered Workshop 
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such as Fountain House in New York City. 
This House developed from a plan begun in 
1944, at the Rockland State Hospital, N. Y., 
by a group who called themselves the W. A. 
N. A. Its development was the contribution 
of Mrs. Elizabeth Schermerhorn, a_ public 
spirited volunteer, who became its president. 
It is similar in function to the Institute of 
Crippled and Disabled. The House offers to 
the newly discharged mental patient a well- 
planned work schedule. There is a_ well- 
equipped occupational shop for vocational 
training, as well as for providing a means of 
developing hobby interests. There are various 
educational facilities and a good program of 
social activities. The cost of the activity is 
about $3.00 per patient per day. In a recent 
report, this House noted that under its plan 
the percentage of patients returning to the 
State Hospitals was very low, dropping from 
35 to 50 per cent to about 8 per cent. A sim- 
ilar program has been put into operation in 
the Eastern State Hospital of Tennessee. It is 
called the Halfway House. 

Another approach to the problem has been 
made by the Veterans Administration and 
other psychiatric hospitals in developing 
Member Employees and Candidate Group 
programs. The chief aim of these activities 
is to promote a feeling of self-confidence in 
the patient, to develop self-discipline and to 
prepare him for transition from the hospital 
to the community. 

Many patients show an interest in con- 
structing vocational plans and planning for 
their return to the community. However, on 
study, we find that their objectives often in- 
dicate continued maladjustment. Many aspire 
to goals beyond their capacity, as for example, 
—the low average intelligent patient who 
aspires to be a lawyer or a scientist who will 
invent a weapon more powerful than the “H” 
bomb. Obviously our first thought will be 
how to get the patient to substitute habits of 
rational thinking for habits of wishful think- 
ing. The patient will have to be led to see 
that many more of the good things in life 
can be secured by pursuing suitable objectives 
than reaching for the impossible. They will 
have to be slowly taught that as members of 
society their social and economic effective- 
ness will depend to a large degree upon their 
ability to supplant wishful thinking for vo- 
cational plans which can be put into effect. 
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Another factor which enters the problem 
of rehabilitation of the psychiatric patient is 
that of the family. The patient may find on 
his return that his family and friends have 
changed; those he can recall as being carefree 
and happy may have become self-centered and 
stuffy. Events may have happened in his fam- 
ily of which even the family social worker 
may have had no knowledge. His family may 
have become nervous and disillusioned and 
not too receptive to him. He will find that 
he has to meet competition, but he may not 
be able to because he has forgotten how to 
meet it. He will have to realize there will be 
no hospital aide, nurse or physician to decide 
for him when, what, and how to do. Usually 
the psychiatric patient needs little medical 
care. He needs, in its place, protection from 
a sense of failure; he needs to know where to 
go for help when he is discharged, and he 
needs a certain amount of protection when 
he reports to his work. We have to bear in 
mind that people have not yet lost their awe, 
fear, and prejudice toward the mentally ill. 
The average employer can understand the 
usually handicapped person but unless he has 
been oriented toward mental illness, on being 
faced with placing the mental patient, he 
may be confused, frightened or even unin- 
tentionally cruel. It will be the objective of 
the Rehabilitation Group to make a sustained 
effort to counteract the fears, the suspicions, 
confusion and cruelty, by teaching patience, 
understanding, and sensible management. 
The Rehabilitation Group in the hospital 
consists of a team of experienced workers— 
the Rehabilitation Board. This team of ex- 
perts will have had the patient under long 
study. In the community, the group will be 
larger, consisting of the family, the family 
physician, the social agencies, the local and 
State Rehabilitation Groups, members of the 
business and professional groups, such as the 
Lions, Kiwanis, Rotary Clubs, as well as the 
prospective employer and his staff. Such a 
group will insure the practical interest of the 
community and industry. Experience has 


shown that such groups cooperate in the re- 
habilitation and restoration of the psychiatric 
patient to the community and employment 
whenever properly enlisted. 

The Hospital Rehabilitation Board ordi- 
narily has nothing to do with job placement. 
That is the duty of the vocational expert. The 
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Rehabilitation Board is not expected to ad- 
minister vocational training, but it is ex- 
pected to determine how much function is 
left to enable a given man in a given age 
group with a given mental disability to work 
at his particular skill. It may not be in a posi- 
tion to say on what aspect of a certain job a 
certain type of patient will be able to work 
but it is in the position to point out definitely 
what the patient cannot do. It is able to state 
whether the patient possesses the stability to 
meet such difficulties as loss of pay due to 
demotion and to interruption of standing in 
certain social groups which may have occurred 
by reason of his period of illness. It will be 
able to do this because it will have explored 
these possibilities, as well as ascertained the 
probable extent the patient will be able to 
build a craft skill above the base line of his 
former vocation. 

Placement requires close cooperation be- 
tween the vocational expert, the Rehabilita- 
tion Board of the hospital and the community 
team. This may seem a bit unwieldly. How- 
ever, careful coordination between the groups 
will not only provide the patient with a job 
with which he is most likely to be satisfied, 
but it will provide the necessary supervisory 
care. The team will have as its coordinator 
the family physician, who by reason of his 
peculiar knowledge of the patient, is better 
able to act in this capacity. 

Placement in a job will be conditioned by 
the mental state of the patient at the time 
of his discharge and the type of illness he has 
had. If he has had an illness which remits 
more or less permanently, there will be no 
need for selective placement. If there are 
residuals of his illness, the patient’s ability 
to work will be influenced by them and as a 
rule it is best that the patient be placed on a 
job which he finds agreeable, does not tax 
his mental or physical strength and involves 
a minimal amount of responsibility and 
nervous strain. Jobs requiring excessively long 
hours, prolonged nervous strain, or strenuous 
physical labor are not to be offered these 
patients. 


In addition to this, it is wise for the em- 
ployer to encourage all his employees who 
come in contact with the patient to try to win 
his friendship and confidence. They should 
avoid any thought or act which, unconscious 
though it may be, might cause an opposite 
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reaction. Expressions of pity are to be avoided. 
This is particularly true of the person who 
is to be the patient’s foreman, for it is within 
his power to make the patient's adjustment 
to work a failure or success. 

It would be ideal if “on the job” psychiatric 
help were available. If this is not possible, 
psychiatric help should be easily available 
whenever signs suggesting a recurrence of 
mental illness are present. Although such 
signs are not always too apparent, any be- 
havior on the part of the patient that is 
peculiar and strange and very different trom 
that before, suggests the possibility of relapse 
and requires immediate psychiatric help. 

In the event of a relapse, the employer is 
entitled to an understanding of why the pa- 
tient failed; this possibility will have been 
covered in the orientation course I referred 
to. The usual causes are: The patient has be- 
come frightened by the realities of life or he 
has been shunned by his friends, or beset by 
feelings of insecurity or defeated by the in- 
difference of family, friend or community. 
There are other causes. One of them is 
placing a patient on his old job and exhorting 
him to give it the old punch. That may have 
been the least feasible placement for the pa- 
tient, since he may have detested his job; he 
has had a change in attitude toward it and 
if he was nervous on it before, he will become 
increasingly nervous. If he was not nervous, 
the difficulties of readjustment will no doubt 
increasingly annoy and disturb him. His 
nervousness will make him anxious and im- 
patient and thereby lessen his adaptability, 
and his adaptability will no doubt bear a 
relationship to the number of years he has 
been relatively protected in the hospital. 

In all cases where there is any doubt as to 
the patient’s adjustment on the job, it will 
be better to have the services of persons 
trained in mental illness than to depend on 
the feelings of friendly but untrained laymen. 
The earlier the signs of a relapse can be recog- 
nized, the easier they can be treated. One 
should be able to allay the fears of those who 
suspect every person who acts and thinks 
differently as being at least queer, and should 
act to prevent the occurrence of an untoward 
incident. 

Finally, there will be the problem of separ- 
ating a patient, who cannot adjust on the job 
even under favorable conditions, from his em- 
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ployment. It would be well if the employer 
were relieved of this responsibility. Employers 
do not like to separate handicapped em- 
ployees, feeling such action reflects on them. 
Separating the patient from his job should be 
the duty of the Community Group, particular- 
ly the psychiatrist member. I had this in mind 
when I remarked that it was better to have 
the services of a person trained in mental ill- 
ness available than to depend on the feelings 
of a friendly but untrained layman. Such a 
person would be as quickly able to quiet the 
fears of the anxious as he would be able to 
act to prevent an untoward incident. 


Discussion (Abstract 


Dr. Harvey F. Davis, Tuskegee, Ala. The speaker 
is to be complimented for his excellent treatment of 
a very important but, nevertheless, difficult subject. 
There are so many factors that mitigate against suc- 
cess in the rehabilitation of the mentally ill, so 
forcibly brought out in his paper, that it is not sur- 
prising that so little has actually been accomplished. 
He discusses the various factors concerned in the 
restoration of the psychiatric patient to the communi- 
ty and employment which may be summarized briefly 
as follows: (1) the attitude of the community toward 
mental illness; (2) Public Law No. 113, passed in 1943, 
which stipulates that the services of the office of 
Vocational Rehabilitation be made available to the 
emotionally ill; (3) The percentage of mentally ill 
patients rehabilitated based on 1953 statistics of the 
office of Vocational Rehabilitation; (4) lack of trained 
personnel and the importance of a change in philoso- 
phy, attitude and criteria in our approach to the 
problem of rehabilitation of the mentally ill, along 
with problems which concern the community includ- 
ing training of individuals and obtaining the approval 
and interest of the community; (5) lack of liaison or 
good relationship between mental hospitals and re- 
habilitation agencies, haphazard planning for voca- 
tional placement; (6) stress of knowledge of patient’s 
illness including: (a) description of mental illness, 
(b) cause, (c) treatment, (d) effects as relates to em- 
ployment and community adjustment, (e) prognosis; 
(7) orientation of prospective employers so that they 
will have an understanding of mental illness in the 
same manner that they understand the physically 
handicapped individual; (8) factors concerned in de- 
termining the feasibility for employment including 
the importance of setting up suitable objectives con- 
sistent with the patient’s native ability, aptitude, train- 
ing and degree of recovery from mental illness and 
guarding against wishful thinking on the part of the 
patient in selecting the type of employment best suited 
to his needs; (9) the importance of treating the pa- 
tient as an individual and not as a diagnosis, and 
the pitfalls in following a dogmatic pattern; (10) a 
discussion of the various plans which have proved 
more or less successful including foster homes, sheltered 
workshops, etc.; (11) the role of the hospital Re- 
habilitation Board in determining the degree of 
function left to enable the particular individual with 
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a specific mental disability to work at his particular 
skill. The Board can better state what the patient is 
not able to do than what he is able to do. 

Although time will not permit an adequate discus 
sion of the items included in the above summary, 
nevertheless, a brief comment touching on the salient 
points would seem to be pertinent. 

Of the 700,000 or more mentally ill patients, only 
1 per cent has been rehabilitated, that is, returned to 
the community and employment. This figure is ap- 
palling. However, when one realizes that the general 
public, through superstition and prejudice, knows so 
little about mental illness and assumes a “hush-hush” 
attitude when the subject of mental illness is brought 
up, it is indeed not surprising that so little has been 
done in this field of rehabilitation. This does not 
mean that those interested in this matter are not 
making progress. For instance, at the V. A. Hospital, 
Tuskegee, Alabama, a Foster Home Program, under 
the auspices of Social Service, has been in operation 
since 1950. The results of this program are indeed 
encouraging. Therefore, we may take heart in the 
knowledge that the general public is becoming more 
and more enlightened through Foster Home programs, 
public forums, mental hygiene agencies and other 
media, including radio and television. Just as the 
prejudice against venereal disease, tuberculosis, cancer 
and other dreaded conditions has gradually been dis- 
sipated, so are we coming to feel the results of the 
efforts which are being made in the field of mentai 
illness. 


Certainly, there is a lack of trained personnel to 
deal with this problem. Since this is being stressed and 
made known through the media mentioned above, I 
am confident that more individuals will become in- 
terested and greater efforts will be made to secure 
more trained personnel for this field. It seems to me, 
that this is the crux of the situation. When the com- 
munity has accepted the fact of mental illness and 
is willing to deal with it in a practical, forthright and 
sympathetic manner, the placing of these patients in 
industry will become a relatively easy matter. Trained 
personnel will not only know how to handle these 
cases but will also be able to impart their knowledge 
and information to the community and industry. 

It is well to make an inventory and to evaluate the 
situation to the end that we know what is needed 
and how we will go about accomplishing the things 
necessary. This, in itself, is an important milestone 
along the journey toward our goal. We need not be 
discouraged. The realization of what is needed should 
serve as an added stimulus in accomplishing our aims. 


The speaker is to be congratulated for his splendid 
and thought-provoking handling of a very difficult 
subject. 


Dr. S. S. Zintek, Augusta, Ga. I enjoyed reading 
Dr. King’s paper and feel it is a very timely subject. 
He does not give any statistical data, but no doubt 
has much information which he has not had time to 
present. In the few minutes allotted to me to discuss 
this paper, I wish to quote some statistics compiled 
by the Department of Medicine and Surgery Veterans 
Administration (Program Guide G-2, M2, Part X, 
May 2, 1955, Washington, D. C.) which I believe 
brings this subject into its rightful form. I quote: 
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“In the past 8 years (1946-1954) the waiting list 
for general, medical and surgical patients has dropped 
from 25,000 to 5,000, while the waiting list for vet- 
erans With neurologic and psychiatric diagnoses has 
sky-rocketed from 2,800 to over 16,000. In that same 
period (1946 to Jan. 1, 1954) the number of operating 
beds for psychotics has increased from 46,000 to 51,894 
while the number of GMS beds has almost doubled, 
from 22,000 to 40,916. Considering just psychotics (not 
counting veterans with neurologic and other psychiat- 
ric diagnoses) there are now more psychotics on the 
waiting list (13,486 of them) than there are veterans 
with all other diagnoses (6,128) put together! The 
waiting list picture since 1946 is shown in the fol- 
lowing table—all dates being as of March 15 (except 
1955 which is as of January 1).” 


Percentage Ratio 


All All NP Ps chotics 
March 15 Diagnoses NP Cases Psychotics toall  toaill 
1946 25,985 2,397 1,397 9% 5% 
1948 21,451 4,687 2,915 22% 14° 
1950 26,325 10,747 7,961 41% 30% 
1952 23,208 13,271 10,241 57% 44% 
1954 20,592 15,459 12,503 77% 63% 
1955 (Jan. | 19,614 16,309 13,486 83% 69% 


With this tremendous waiting list and the rapidity 
with which it is growing it is the duty of all of us, 
psychiatrist and allied medical personnel, federal, 
state, county and local governmental agencies, to get 
together and relieve the situation. 

Recently, I attended a meeting of the American 
Congress of Physical Medicine and Rehabilitation, at 
which a “Symposium on Rehabilitation of the Injured 
Worker” was presented. On this panel was a repre- 
sentative of the Industrial Relations Department of the 
General Motors Corporation of Detroit, where a survey 
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of 100 of the oldest employees and 100 of the em- 
ployees with less than five years of service was made. 
A physical examination was made of each person. It 
was found that over 50 per cent had some type of dis- 
ability, either of a major or a minor nature. Possibly 
some of these disabilities might have been psychiatric. 
He went on to say that industry is only interested 
whether that employee can do the assigned job. In 
all cases these employees are doing their day’s work 
and they receive their full day’s pay. This can be 
equally true in psychiatric placement. Find a job, add 
a little labor, subtract a little mental fatigue, add a 
little of the psychiatric patient’s “know-how,” and 
subtract a little meeting of groups, and the patient 
can be part of the full-time organization, on full pay, 
no disability to set him off from the rest, and we 
have an oriented member of society. With the help 
of all of us who have prepared the patient, this can 
be done. This is Rehabilitation. This is helping the 
handicapped in the broadest sense of the word. 


As has been brought out we in the hospital must 
treat the patient. In rehabilitation, we must prepare 
the patient for outside activities; Social Service must 
bridge the gap between the home situation and the 
hospital. The community must be educated in how 
to get along with the psychiatric patient, and the em- 
ployer must learn from all of us, who have had con- 
tact with the patient, what he can do, and this then 
gives the psychiatric patient his place in our society. 
It is just as simple as stated, if we attack the prob- 
lem as a team and work to this goal. But teamwork 
is essential. It is our only hope, our only solution 
until somewhere, somehow we find a genius who can 
discover a mythical drug to make the psychiatric pa- 
tient a normal man again. Until then the team ap- 
proach is our only solution. 


IV. Severely Disabled and Geriatric 


Patients: A Review of Improved Methods for 


Rehabilitative Management* 


DIEGO MATTARELLA, M.D., St. Louis, Mo. 


BECAUSE OF ADVANCES OF MEDICAL SCIENCE in 
the management of acute diseases, many 
chronically ill and seriously injured persons 
have been saved from death. Human life ex- 
pectancy which was only 49 in 1900 is almost 
70 years today. It has been estimated that in 
1950 there were 11 million persons over 65 
years of age in this country and that this 


*Symposium on Rehabilitation, read before the Section on 
Physical Medicine and Rehabilitation, Southern Medical As- 
sociation, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


number will be doubled by 1980. The isolated 
problems of the aging individual have de- 
veloped into the serious problem of an aging 
population which is 


prone to chronic 


diseases.1- Chronic diseases and their disabil- 
ities attack the young as well. There is a 
large group of people under 25 years having 
multiple sclerosis, rheumatic fever, rheuma- 
toid arthritis, poliomyelitis, heart disease, and 
the like, who along with the older group con- 
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stitute a burden and a drain not only on the 
family but on society in general.? 

Industry also has seen the need for the re- 
habilitation of the disabled worker. Occupa- 
tional accidents killed 15,000 persons and in- 
jured 2,000,000 in 1952, according to the Na- 
tional Safety Council.4 

Until recently physicians have devoted their 
main attention to the causes, diagnosis and 
cure of acute diseases. However, the doctor's 
job and responsibility to his patient is not 
finished when the acute medical or surgical 
phase is over. His job is not finished until 
the patient has been trained to live with what 
he has left.® 

Rehabilitation is a medical program de- 
signed to lessen or prevent: (1) deleterious 
effects of inactivity; (2) minimize disability; 
and (3) train patients with residual disability 
in technics of overcoming their handicaps. 
The ultimate goal is to completely restore 
the patient to society, but lesser goals are 
acceptable depending on the patient’s physi- 
cal, emotional, and environmental assets. The 
ability to prognosticate from a preliminary 
evaluation is limited. A better understanding 
of the future possibilities can be made from 
the patient’s response to a short therapeutic 
regimen.® 

Hemiplegia 

There are over a million hemiplegic pa- 
tients in the United States. It is easier to let 
a hemiplegic lie in his soiled bed, be fed, and 
otherwise be cared for, but it is better for 
society and the patient if he can be taught 
to sit, stand, walk, feed himself and care for 
his other personal needs, and even to become 
productive. The rehabilitation of the elderly 
hemiplegic is difficult, but according to Rusk 
80 per cent can be retrained for ambulation.7” 

The rehabilitation of the hemiplegic should 
start while he is still a bed patient. 

The management of these hemiplegics is 
divided into two phases:*:7:!° 

I. To Prevent Deformity. (Bed Procedures) 

a. Pillow in the axilla to prevent adduction 
contracture 

b. Foot board for foot drop 

c. Sand bags to prevent outward rotation of 
the lower extremity 

d. Passive movements of the involved ex- 
tremities through the range of motion, es- 
pecially the shoulder 

e. Quadriceps and gluteal setting in prepara- 
tion for walking 
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f. Restoration of balance by teaching patient 
to sit up using rope to pull himself up 
Il. When Vascular System Has Recovered. (Out of 
Bed Procedures) 
a. Balance 
1. Tilt table 
2. Standing between parallel bars 
b. Ambulation 
1. Braces 
2. Gait training 
Ill. Speech Therapy. 
lo give the patient the necessary words for his 
well-being and convenience 
IV. Activities of Daily Living or Self-Care. 
Dress self, feed self, shave self, get in and out of 
bed, wheel chair, bath tub, toilet activities. 

\V. After a patient achieves a satisfactory score in 
A. D. L., aptitude testing and vocational retrain- 
ing, if indicated, and finally selective placement. 

Mr. Z., a white man, age 60, was admitted 
directly to the bed service of the Physical Medicine 
and Rehabilitation Service of the Veterans Adminis- 
tration Hospital, St. Louis, with a history of a cerebro- 
vascular accident five months previously. He had been 
in a private hospital for 3 weeks and then was dis- 
charged to his home. He had been bedridden during 
this time. 


Case 1. 


Examination showed spastic paralysis of the righi 
upper extremity with a “frozen shoulder,’ marked 
limitation of motion of the elbow, and flexion con- 
tractures of the fingers. The lower extremity had 
shown some return of function and he could raise the 
leg off the bed. Foot-drop was present. 
severe aphasia. 


There was 


In view of patient’s disability, our goal was a lesser 
one,—to make him as self-sufficient as possible and 
thereby free his wife to become the family bread 
winner. 


FIG. 1 
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The patient was started on an intensive program 
of rehabilitation. Treatment was begun to improve 
the range of motion of the shoulder with pulley ex- 
ercises. Retraining in ambulation was started. Stand- 
ing on the tilt table was ordered to improve his bal- 
ance and to get used to the upright position. Re- 
sistive exercises were given to the hip and knee and 
a short leg-brace was made to correct the foot-drop. 
He progressed to standing, and then to walking in 
the parallel bars, stressing reciprocal motion. From 
this the patient progressed to walking, unassisted, 
except for the aid of a cane (Fig. 1, A). 

Speech therapy has been successful to the point that 
he can make himself understood. He has mastered 
enough activities of daily living so that the wife will 
be free to become the family breadwinner (Fig. 1, B). 

Paraplegia 

The rehabilitation of the paraplegic pa- 
tient is a difficult one. This problem did not 
have to be faced previously because the great 
majority of patients died due to renal in- 
fections. However, with the new antibiotics 
and the improvement in management of these 
patients a large majority survive.!!1* 

The management of paraplegia is divided 
into two phases: 

I. Medical Rehabilitation.13 

a. High protein diet (150-200 Gm. of protein) 
for maintenance of nitrogen balance. 

b. Prevention of bedsores, by the use of the 
Stryker bed and turning the patient every 
2 hours, day and night. 

c. Treatment of the atonic bladder with an 
indwelling catheter and tidal drainage. 
Teaching bladder-training according to 
Munro after spinal shock has passed.14 

d. Prevention of contractures through proper 
positioning in bed, foot boards and exercises 
through the range of motion of all joints. 

e. Bowel retraining. Patient sits on the toilet 
bowl at same hour each day. Anal sphincter 
may be relaxed by digital stretching. 

Il. Physical Rehabilitation.13 

a. Prevent deformities 

b. Re-educate weakened muscles 

c. Manual muscle tests to note imbalance, 
evaluate progress and determine adequacy 
of treatment. 

d. Improve muscle power of the shoulders and 
upper extremities in preparation for am- 
bulation. Resistive exercises with dumbbell 
exercises, pulley weights and mat exercises 
to accomplish this. 

e. Ambulation with the aid of proper bracing. 
Patient is started on a tilt table to improve 
balance, to get used to the upright position, 
and to improve the reaction of the blood 
pressure to the upright position. When 
ready the patient progresses to standing be- 
tween parallel bars and later walking be- 
tween the bars. With proper bracing the 
patient is taught locomotion. He can be 
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taught a tripod gait as well as a 4-point 

gait with lesions at and below T-10. 
Case 2. A colored laborer, age 25, received a GSW 
on October 24, 1954. He was paralyzed immediately. 
A laminectomy at the level of T-10 revealed a lacerated 
cord. Because of these findings the patient was ad- 
vised that he would be taught primarily to live with 
what he had left, and that a trial of treatment would 
be given for the lower extremities. He did not adjust 
properly to the instructor and asked to be discharged 
without physical rehabilitation. 

Seven months later he was readmitted to the hos- 
pital because of an injury to the right knee. At this 
time patient was very cooperative and was anxious 
to begin physical rehabilitation. 

Our program was successful. He did not need drain- 
age by catheter, training of the bowel was ac- 
complished with occasional digital expression. His 
upper extremities were over-developed. The patient 
learned locomotion with long leg braces provided with 
bail knee locks and the Klenzak ankle. He was able 
to do the 4-point gait as well as the tripod gait with 
either the “swing to” or the “swing through” type 
(Fig. 2, A and B). 


Amputation of Lower Extremity 


Another problem of rehabilitation is that 
of the amputee of the lower extremities. Post- 
operative rehabilitation consists of: the after- 
care of the stump; the selection and [fitting 
of the prosthesis; and the training in the use 
of the prosthesis." 


FIG. 2 
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After-care of the stump will influence the 
patient’s ability to wear a_ prosthesis satis- 
factorilv. 

(1) Contractures can be avoided by the re- 
moval of pillows which are usually placed to 
elevate the stump. These cause flexion con- 
tractures. If contractures have appeared, they 
must be treated intensively by passive stretch- 
ing as well as exercises. 

(2) Atrophy of the stump is essential for 
proper fitting of the socket. Elastic bandages 
are applied twice daily to the stump in such 
a way that the greater pressure is exerted on 
the periphery of the stump and not on the 
neck. Frequently a patient is provided with a 
final prosthesis and as his stump shrinks he 
has to add stump socks. If the shrinkage con- 
tinues leather liners may have to be inserted 
and sometimes a new socket may be needed.!” 

Although elastic bandaging helps in the 
shrinkage of the stump, the use of the pros- 
thesis produces a more rapid change. At the 
Veterans Administration Hospital, St. Louis, 
pylons are used for the systematic shrinkage 
of the stump. .\ pylon is, actually, a temporary 
prosthesis. The socket is made of molded 
leather reinforced with elastic. 

Both the “below-knee” as well as_ the 
“above-knee” amputees are started on pylon 
training about 3 weeks postoperatively pro- 
vided that healing has been normal and the 
operative incision is healed. As soon as it is 
felt that sufficient shrinkage has taken place 
a final prosthesis is ordered. During the 


FIG. 3 
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period of fabrication of the prosthesis the 
pylon is worn for increasing periods of time 


and sometimes mav be worn all day (Figs. 3 
and 4). 


In addition to causing a more rapid shrink- 
age and thus obtaining a better fitting of the 
socket, the use of the pylon has other ad- 
vantages. It can be determined whether the 
stump will hold up under usage and if the 
patient will be able to use a prosthesis. With 
the pylon training the amputees learn the use 
of the final prosthesis easier and more rapidly. 


Conclusions 


There has been constant improvement in 
the methods of rehabilitation with the ob- 
jective of restoring the severely disabled and 
aging patient to his home and community in 
the shortest possible time, as well as to part- 
time or full-time employment, if possible. If 
the over-all management of rehabilitation is 
efficient and intensive, the ultimate goal [on 
these patients may be realized in a majority 
ol cases, 
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Discussion (Abstract) 


Dr. Jack B. Porterfield, Kecoughtan, Va. Limitation 
of time did not permit Dr. Mattarella to bring into 
focus his experience in the field of geriatric and long- 
term illness. However, he has emphasized coming 
events, in stating that by 1980 there will be approxi- 
mately 22 million persons over the age of 65 years in 
the United States. I would like to go on record as 
praising the forethought of our legislators. In the last 
congress they increased the funds to be administered 
by the Department of Health, Education and Welfare, 
which will lead to increased facilities for rehabilitation 
as well as for training workers in rehabilitation under 
the Office of Vocational Rehabilitation. As coming 
events cast their shadows before them, the Veterans 
Administration has seen the handwriting on the wall. 
This is particularly true of V. A. Centers where the 
intermediate type hospital has been created to bridge 
the gap between the acute hospital and the domiciliary 
home. We have such a unit at the Kecoughtan Vet- 
erans Administration Center, which was initiated in 
November, 1953, to provide total care for the long- 
term patient whose disabilities are of such degree as 
to be unmanageable in the domiciliary section, yet 
not requiring the facilities of the acute general hos- 
pital. 

I will not present a description of the Intermediate 
Hospital, only to say it is a 100 bed unit established 
through conversion of a 150 bed domiciliary section. 

Our clinical evaluation has led us to the conclusion 
that a dynamic program will increase motivation, and 
enhance rehabilitation to a degree where a significant 
number of long-term patients will reach a level of 
self-sufficiency that makes it feasible for them to be 
discharged to their own homes, or to the Domiciliary 
Section of the Center. 

From June 30, 1954, to June 30, 1955, there were 
159 admissions and 149 discharges. In the latter cate- 
gory, 72 returned either to their homes or the domi- 
ciliary center which emphasizes the great importance 
of a well-balanced activities program, both passive and 
active. These activities are designed to bring about 
motivation on the part of the patient to participate 
to the fullest extent to which he is capable. 

Time will not permit a detailed description of the 
treatment program. Suffice it to say that of the 100 
patients now in the Intermediate Hospital. 77 are 
regularly active in one or more of the phases of cor- 
rective therapy, and 80 are active in occupational 
therapy. 

It should be pointed out that there can be no di- 
vorce between the problems of aging from those which 
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pertain to chronic disease and long-term illness. I 
firmly believe that old age is preventable per se. It 
should not be thought of as a period of infirmity and 
uselessness but rather an opportunity to ward off the 
inroads of time by utilizing knowledge and experience 
in purposeful activity. 

Our principal task then is to keep our old people 
from acting as society generally believes old men and 
women should act, and to guide them to a new un- 
derstanding of the opportunities of old age as well as 
their physical limitations. In order to accomplish 
this we must readjust our objectives in terms of creat- 
ing within the elderly patient with long-term illness, 
a desire for continued growth and a recognition of 
his responsibilities for rehabilitation as the case 
may be. 

Dr. G. D. Williams, Martinsburg, W. Va. Dr. Mat- 
tarella’s paper competently reviews salient points in- 
volved in rehabilitative management of severely dis- 
abled patients. 

He notes that physicians in general have been and 
still are giving more attention to the problems of acute 
illness than to those of chronic disability. One reason 
for this is that the individual physician cannot, be- 
cause of the already full load he carries and by the 
very nature of his work and training, personally ad- 
minister and teach chronically ill patients physical 
conditioning, ambulation or the activities of daily liv- 
ing. However, he can take time to supervise such 
therapy and training. This presupposes the availability 
of therapists (physical, occupational, exercise, man- 
ual arts and educational) as well as hospital ward 
personnel, including nurses and aides, social worker 
and psychologist. All of these ancillary personnel must 
be trained in the objects of and technics involved in 
the activities of daily living, must be taught to recog- 
nize decubiti, in short, taught to act as a team which, 
among its members, pools all available information 
concerning the patient and takes each his appropriate 
part in the training and therapy of the rehabilitative 
process. 

Best results in rehabilitation are obtained when the 
team concept in rehabilitation is recognized. A team 
can function efficiently only when it has a leader. 
That leader must be either a physician trained in the 
technics of rehabilitation or, in case of unavailability 
of such an especially trained physician, one who is 
sufficiently interested in his chronically disabled pa- 
tients to ascertain what physical, occupational and 
other therapists have to offer such patients. Experience 
has shown that many chronically ill patients, who 
formerly lay in bed over a period of months or years 
until dead, can now be motivated and taught to live 
more normal lives in a wheel chair or on their own 
feet. This can now be done because: (1) we know 
from experience that it can be done; and (2) because 
of the emergence of a large number (but not yet large 
enough number to meet the need and demand) of 
trained therapists who, under a physician’s orders and 
by slow, monotonous, painstaking work, have the 
direct responsibilitv of personally leading the chroni- 
cally ill out of the morass of chronic disablement to 
the dry land of taking active part in social life around 
them. 


The physician formerly could not accomplish this 
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task because there are only twenty-four hours in a day 
and the doctor had only two hands. Now his hands 
have been multiplied. If he will but put these multi- 
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plied extensions of himself to work, the chronically 
disabled will become a more tolerable social and 
medical burden than they have been and now are. 


Summary of Symposium: 


HARRY J. BUGEL, M.D.,7 Nashville, 


UNTIL REHABILITATIVE THINKING LOOMED ON 
THE MEDICAL HORIZON, the function of the 
medical practitioner was completed with diag- 
nosis and treatment of the acute episode. The 
scope of his service has widened to include 
him as a key man in total rehabilitation,— 
that inclusive follow-up that enables the pa- 
tient to approximate his former self. Until 
each community has its own physiatrist the 
family physician must be a “pinch-hitter” for 
the specialist. He must acquaint himself with 
the facilities at hand, the agencies and organ- 
izations, but to be well informed is not 
enough. It is imperative that he use his imag- 
ination to visualize maximal recuperation. 
This vision, tempered by bare physical facts 
as only the family physician can see them, will 
be the impetus for total rehabilitation. Thus 
a challenge comes to the practitioner to delve 
into the “ways” which lie ahead for the handi- 
capped and aging, if a physiatrist is not avail- 
able. 

It has been much less difficult for both the 
physician and the family to leave the ill, dis- 
abled, or aged patient in bed under the 
simplest of nursing care rather than “push” 
for total self-care and subsistence with the 
help of the physical therapist, the occupation- 
al therapist and others of the total rehabilita- 
tion team. When the physician incorporates 
the third phase of medical care in his arma- 
mentarium his service to his fellow man _ be- 
comes a reality. 

For success in the total care of a chronical- 
ly ill, severely disabled and aging patient 
there need be in the personality of the prac- 
ticing physician; (1) humbleness of spirit; 
(2) appreciation of what chronic illness is, 


*Svmposium on Rehabilitation, read before the Section on 
Physical Medicine and Rehabilitation, Southern Medical As- 
sociation, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


tFrom the Thayer Veterans Administration Hospital, Nash- 
ville, Tenn. 


Tenn. 


either through unfortunate experience or by 
association; (3) appreciation of society’s re- 
sponse to chronic illness, in the home and 
community; and (4) a desire to see the chron- 
ically ill patient return to maximal sub- 
sistence commensurate with his or her disabil- 
ity, which can come about only through the 
appreciation of, and knowledge of the mental 
and physical prerequisites of the employment 
situations available to these patients. The re- 
habilitation team can assist the physician in 
job-placement but only the physician has the 
knowledge which can determine that the vo- 
cational choice for the patient has been the 
correct one, 

To know that in the presence of a cerebral 
accident a spinal puncture should not be done 
until a complete neurologic examination has 
been made, is accepted as good medical judg- 
ment. It is equally important to begin total 
rehabilitation of the selective amputee before 
the amputation has been incurred. 

In the elderly patient it has often been for- 
gotten that adequate therapeutic exercise is 
less harmful than no activity at all. Prolonged 
bedrest has been dangerous, more so to the 
older patient. Have you ever watched the 
cardiac patient deteriorate physically and 
mentally, when a well-balanced cardiac pro- 
gram employing physical therapy and occupa- 
tional therapy would have conserved him for 
more years? Have you ever been around when 
the cardiac patient, having had an amputa- 
tion for arterial disease, was refused a_pros- 
thesis, being told it would cause his death, 
when a training leg would have permitted 
him to develop his tolerance and later to be 
successfully ambulated on a permanent pros- 
thesis? Elderly patients and chronically dis- 
abled patients have developed fixed ideas. 
Any change in these may often be more fatal 
than the primary cause of the illness. Mod- 
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eration in treatment can be the difference 
between success or failure for the patient. 

This brings to mind a patient who had a 
left-sided spastic hemiplegia, and whose orig- 
inal injury was incurred at Nemagen. He had 
received considerable physical therapeutic 
care throughout his convalescence, but dur- 
ing the succeeding years had neglected to con- 
tinue at home the program which had been 
set up for him. He came asking if there was 
a possibility that he could be helped beyond 
the level which had already been attained. 
He wore a short leg-drop foot brace on the 
left. The left upper extremity had minimal 
active motion at the shoulder and elbow, but 
the wrist was flexed and the fingers extended. 
He was employed 8 hours daily, lived by him- 
self performing all self-care activities. 
Through the use of alternating exercises prac- 
ticed under supervision one hour daily, and 
several times daily for shorter periods with- 
out supervision, he reached a level where he 
walked quite normally without a brace. A 
wire splint maintained the wrist in extension. 
The fingers could be flexed actively, suf- 
ficiently to make the hand of value to him. 
To achieve this level of activity took about 
two years; it was done without loss of time 
from work. However, at a Confirmation a 
prayer was said for this man by the priest. As 
he went to the altar a few minutes later his 
gait reverted to that which was first seen sev- 
eral years before. In the following weeks his 
perserverance in therapeutic exercise de- 
creased, and finally he lost all desire to do 
them. Though he still impresses one of further 
possibilities his activities have remained un- 
changed. Since it has been observed that other 
patients with cerebral dysfunction show a 
rehabilitative impetus which appears to be 
influenced by religious faith, further investi- 
gation of this concept might reveal significant 
data. The frequent use of the clergy has been 
as beneficial as that of other members of the 
rehabilitation team.* 

In all communities there are groups of peo- 


*In December, 1956, I visited this individual and was im- 
pressed by the success of rehabilitation. A discussion was had 
of the original episode as it occurred several years ago. He 
still notices that under emotional stress an increase in spasticity 
occurs unrelated to precipitating circumstances. Tendon trans- 
plants of the wrist flexors to the extensors of the wrist, fore- 
finger and thumb have been done. This has resulted in an 
excellent “‘helping’’ hand. The configuration of the wrist and 
hand is almost that of a normal individual. There has also 
been a marked reduction in spasticity of the right upper ex- 
tremity. Peculiarly enough, there has also been a reduction 
in the spasticity of the left lower extremity. An excellent 
over-all attitude persists in his rehabilitation. This appears 
related to the success of the transplants. 
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ple interested in the health and welfare of 
the community. These can be of tremendous 
assistance to the physician in treating the 
chronically disabled and elderly patients, but 
they should not be the common denominator 
for his unwillingness to care for the patient 
until total rehabilitation has been reached. 

Some of the greatest successes have been 
evident in the total rehabilitation of the pa- 
tient recovering from tuberculosis. Manage- 
ment as described at Swannanoa has not been 
an impossibility on a smaller scale. It can be 
accomplished locally as well, making com- 
munity adjustment for the patient perhaps 
less hazardous. At one hospital discharging 
39 patients from its tuberculosis service in a 
two year period, 37 patients returned to a pre- 
hospitalization employment status with only 
2 patients needing vocational conversion. As 
people mature physically they develop voca- 
tional patterns which have been in reality a 
worldly manifestation of those individuals 
contribution to society. True, individuals ma- 
ture at different ages and this must be consid- 
ered. So to speak, had a person more to offer 
he undoubtedly would have done so. Should 
disability occur, there has been a trend to 
motivate the individual to some other voca- 
tional plane of achievement. It has been better 
to accept adequate sustinence at a known voca- 
tion than to expose the patient to the vicious- 
ness of the emotional strain associated with 
physical and mental change in adjusting to 
an unfamiliar work situation. Yet one may 
have to modify this for the psychiatric patient. 

The transition from a hospital or home care 
level of management to community pro- 
ductiveness need not be a difficult one. The 
personal relationship so necessary between 
doctor and patient, and other interested par- 
ties in total rehabilitation has often been lost 
because of insufficient personal contact with 
the “folks” who could and want to help. 
Member employee and candidate group pro- 
grams, industrial therapy, post-discharge hos- 
pitalization committees using the Veterans 
Administration Volunteer Services, with and 
without assistance of established agencies, 
have been developed to reduce the resistance 
to readjustment to the community. These 
have proved effective in the Veterans Ad- 
ministration. 


Much success has been had by a direct ap- 
proach by the physician to almost any group, 
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industrial or educational. Several years ago 
Indiana outlawed the G.E.D. test for a high 
school certificate. To patients in that area 
this proved to be a major stroke of good 
fortune. In its place was developed, through 
the high school system of Indianapolis, an 
adult educational program with certification 
in an accredited high school, and the giving 
of a diploma on the completion of prerequi- 
sites acceptable in most primary institutions 
of learning. Comparable educational facilities 
were made available with four leading uni- 
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versities, except for conferring a diploma 
which required residence. 

Directness of approach has often produced 
otherwise unobtainable equipment for home 
therapy. Such an attitude also gives the pa- 
tient the feeling of being alive, not just a 
number. 

In conclusion, were one to ask what is the 
best single counter-irritant for inactivity for 
the chronically ill, the severely disabled, and 
the aging person the answer would be— 
TOTAL REHABILITATION. 
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Urinary Diversion: Case Report of 


Vesicorectostomy* 


A. LEE HEWITT, M.D., Lubbock, Tex. 


The author reviews the several methods of providing for diversion of the urine 
from the bladder when necessary. The complications of such procedures are 
enumerated. He describes a case in which vesicorectostomy was done. 


ONE OF THE MOST DISTRESSING and difficult 
problems in medicine is that which requires 
permanent urinary diversion as part of the 
treatment. Until only a few years ago such 
problems were hopeless, either with or with- 
out treatment, since only the occasional pa- 
tient survived the extensive surgery and its 
almost certain serious complications. 

However, with improved surgical tech- 
nics, effective antibiotics and a much greater 
understanding of physiology and biochemis- 
try, it has been possible to successfully treat 
more and more of these unfortunate patients. 
With these successes, however, different prob- 
lems have developed which continue to make 
permanent urinary diversion an enigma. 
These difficulties are being studied intensive- 
ly in many places. It is the purpose of this 
paper to present some current conceptions in 
the whole matter of urinary diversion. 

Nephrostomy and pyelostomy are effective 
procedures in certain cases. They have been 
in use for many years and are still widely 
used.1 The limitations and complications as- 
sociated with these procedures have been ade- 
quately treated in the medical literature, so 
that they need not be considered here. 


Ureterosigmoidostomy 


The operation of ureterosigmoidostomy, de- 
scribed by Coffey in 1911,? became very popu- 
lar a few years ago after it finally became 
possible to lower significantly the mortality 
rate in the immediate postoperative period 
which in the early cases was almost pro- 
hibitive. It was soon noted,® however, that a 
high percentage of the patients developed 
serious complications several weeks or months 





*Read before the Section on Urology, Southern Medical 
Association, Fortv-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


after the operation. Among these complica- 
tions the most important are: (1) Progressive 
renal damage due to obstruction at the site 
of the anastomosis between the ureter and the 
colon; (2) repeated episodes of ascending 
pyelonephritis, and (3) electrolyte imbalance.* 

Splendid reviews of the literature which 
covered cases extending over many years in- 
dicated that these difficulties developed since 
the operation was first performed.>” 

The first problem, that of obstruction at 
the site of anastomosis, was vigorously at- 
tacked, and the result was a “mucosa to 
mucosa” technic of anastomosis which has 
proved to be successful in alleviating this 
complication.7-1° 

However, the resultant wide opening be- 
tween the ureter and the colon permitted gas 
and feces to ascend to the renal pelvis, and 
the problem of repeated episodes of pyelone- 
phritis with the resulting progressive renal 
damage was still to be solved. 

The question as to whether or not humans 
can tolerate a cloacal existence has been 
brought up many times. It is known!! that 
reptiles and birds have a cloaca without evi- 
dence of disease of the upper urinary tract. 
The cloaca actually teems with bacteria but 
the kidneys are clear of infection.!* This sug- 
gests that the valve-like action at the uretero- 
vesical junction is the important factor in pre- 
venting ascending pyelonephritis. This was 
further emphasized! when it was shown that 
hydronephrosis and pyelonephritis resulted 
after ureters were re-implanted into the cloaca 
in those experimental animals. It has been 
demonstrated also that patients with severe 
injuries which cause direct communication 
between the bladder and the rectum have no 
ascending pyelonephritis, presumably because 
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the normal ureteral orifice was maintained.!! 
With these findings in mind an operation was 
developed to create an intracolonic papilla, 
which in effect was designed to create a valvu- 
lar action which would in turn prevent this 
reflux.'* Half of these patients, however, were 
found to have the same problems as before. 


The next step was to combine the tunnel- 
ing operation of Coffey with the mucosa to 
mucosa technic; 82 per cent of acceptable 
results have been reported after a recent ex- 
perience of five years.’ Progressive renal 
damage because of obstruction and repeated 
episodes of ascending pyelonephritis can be 
avoided, therefore, by improving our methods 
and technics. 

However, there is still the problem of 
chemical imbalance following ureterosigmoid- 
ostomy and this usually takes the form of 
some degree of hyperchloremic acidosis. 
There is considerable disagreement as to 
the exact cause of this chemical imbalance. 
Some authors believe that the electrolytes are 
out of balance in the cloacal state only 
when there is associated renal damage.!6-17 
Others!’ 1° believe that reabsorption of uri- 
nary chlorides through the bowel mucosa is 
the chief cause of the acidosis. Whatever the 
cause, the percentage of occurrence reaches 
as high as 79 per cent in some series,? and 
this is a most important cause of morbidity 
following ureterosigmoidostomy. 

With advancing knowledge about these 
complications, it may be concluded at this 
time that a meticulous mucosa to mucosa 
anastomosis between the ureter and bowel, 
with or without a tunnel, is the procedure 
most likely to result in a normal urinary 
tract.°” Thereby maintaining the integrity of 
the upper urinary tract, the development of 
chemical imbalance is greatly lessened. Fi- 
nally, because of the relationship between 
poor renal function and chemical imbalance, 
ureterosigmoidostomy should probably not be 
undertaken unless the renal function is es- 
sentially normal, or can be expected to return 
to normal.!® 


Cecal Bladder 
Realizing the many difficulties associated 
with ureterosigmoidostomy, a different type of 
diversionary method was developed*!?? which 
utilized the terminal ileum, the _ ileocecal 
valve, the cecum and the ascending colon. In 
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this procedure the colon and cecum are used 
as a reservoir for urine, the terminal ileum 
is brought out through the abdominal wall 
to serve as a type of urethra, and the ileocecal 
valve acts as a control mechanism. The ad- 
vantages are said to be: less ascending in- 
fection because of the separation of the uri- 
nary and fecal streams, and no bag is neces- 
sary to collect the urine. This “pouch” blad- 
der does not empty itself and must be catheter- 
ized every three to four hours. By emptying 
the cecal bladder frequently, there is said 
to be very little chemical imbalance. *4 
However, other studies*> have pointed out 
possible difficulties attending this diversion- 
ary method by showing that reabsorption of 
urinary constituents is greater in the upper 
large bowel than in the lower, that the larger 
the bowel reservoir for urine the greater the 
reabsorption, and that the longer the urine 
is retained in the bowel the greater the reab- 
sorption.6 


Rectosigmoidal Bladder 


Another fairly recent approach to the prob- 
lem is to produce a colostomy in the descend- 
ing colon, and then to implant the ureters 
into the excluded rectosigmoidal pouch which 
remains below.*7 The rectum, therefore, be- 
comes the new bladder, the urine being evac- 
uated through the anal sphincter which gives 
the patient complete control. However, he 
still has the problem of caring for his colos- 
tomy. This operation has recently been 
shown?’ to have the additional advantage of 
being able to avoid reflux up the ureters 
from the new urinary reservoir by the fact 
that creation of the proximal colostomy es- 
tablishes a low rectal voiding pressure. In 
other words the pressure necessary to expel 
urine from the rectum is lower than that 
necessary to evacuate feces because of elimina- 
tion of the “straining” component necessary 
in the latter situation, and by interruption 
of the colonic peristaltic waves from above. 


Ureterocutaneous Anastomosis 


Other investigators*® now believe that the 
complications of urinary diversion can best 
be avoided by a continuous flow of urine to 
the outside, similar to the situation in a bi- 
lateral ureterocutaneous anastomosis. How- 
ever, these investigators have been able to 
avoid the necessity of two openings and the 
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possibility of stricture at the site of anasto- 
mosis, Or at the point where the ureter 
crosses the fascia, by using a segment of ileum 
as a conduit into which both ureters are anas- 
tomosed. The segment of ileum is then 
brought to the abdominal wall; a ureteros- 
tomy bag is necessary. This is being used both 
as a primary procedure and also in those 
patients who have had ureterosigmoidosto- 
mies which have become complicated. 

An ingenious operation has recently been 
described*°: #1 which fulfills two of the funda- 
mental requirements for “optimal” urinary 
diversion, one or both of which are lacking 
in most of the other operations. These re- 
quirements are: normal renal function with- 
out progressive renal damage, or reabsorp- 
tion of toxic materials from the urine, which 
have been mentioned above, and continence 
of feces and urine. 


Rectal Bladder and Transplantation of 
Sigmoid 


It has been shown*? *8 that hyperchloremic 
acidosis does not occur when the rectosigmoid 
is utilized as a reservoir for urine, and when 
closure of the sigmoid above is done with a 
colostomy. This prevents the urine from pass- 
ing into the proximal colon where reabsorp- 
tion does occur. In this new procedure the 
colon is transected at the junction of the 
rectum and sigmoid, and anastomosis of the 
ureters into the rectum is done, as in the 
operation described previously.2*7 However, 
instead of creating a colostomy, the sigmoid 
colon is mobilized so that it may be brought 
down anterior to the rectum and out through 
the perineum, underneath the anal sphincter. 
The anal sphincter then makes it possible 
for the patient to be able to control both the 
fecal and urinary streams. Separation of these 
streams, thus providing a fairly sterile reser- 
voir for the urine, the avoidance of appre- 
ciable reabsorption of urinary constituents, 
the absence of “artificial orifices in unnatural 
sites,’ and complete continence make this 
an ideal operation in selected cases. 


Vesicorectostomy 


The final operation which I wish to discuss 
is one that is known as vesicorectostomy.*? In 
this procedure the bladder is simply anasto- 
mosed to the rectum. The rationale of the 
procedure is that the rectum is usually an 
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empty reservoir most of the time in normal 
adults.*3 The reason for this is that there is 
a valve-like action in the sigmoid colon so 
that fecal material passes to the junction of 
the sigmoid and the rectum at which point 
it stops until there is an appreciable mass 
present. This fecal mass then passes into 
the rectum and the urge to defecate is experi- 
enced. The proponents of this operation 
reason that since the rectum is empty most 
of the time, it can serve as an effective reser- 
voir for urine. The procedure is relatively 
easy to do since the bladder and rectum are 
immediately adjacent in the region of the 
interdeferential triangle. This places the blad- 
der directly over the rectum in the region of 
the trigone and bas-fond. Patients who have 
had this operation say that the urine is passed 
unmixed with fecal material several times a 
day, a mixture of the two materials occurring 
only once or twice each day. There is also 
said to be no electrolyte imbalance if the 
upper urinary tracts are fairly normal, since 
there is no appreciable reabsorption of uri- 
nary constituents from the rectal pouch. An 
additional advantage of the operation is that 
the ureters are never involved and thus the 
intact ureterovesical junctions prevent ascend- 
ing pyelonephritis. Furthermore, there is no 
injury to the mucosa of the ureter, no inter- 
ference with the nerve or blood supplies, 
and this preserves the normal peristaltic ac- 
tion of the ureters. Patients describe urina- 
tion at three to eight hour intervals, and 
there is complete control. Fecal material 
gets into the bladder through the anastomotic 
site, but this does not seem to matter since the 
upper urinary tracts remain normal without 
hydronephrosis or infection. Prophylactic bi- 
lateral vasectomy is suggested to prevent epi- 
didymitis. 
Case Report 


I have performed this operation on one 
patient and the results have been so gratify- 
ing that I would like to present the case at 
this time. 

A 63 year old man was admitted to the hospital 


with the chief complaint of inability to control the 
urine. 


He gave the history of having had a transurethral 
prostatic resection two years previously because of 
progressive symptoms of lower urinary tract obstruc- 
tion. The condition found was benign prostatic hyper- 
plasia. The operation was apparently well tolerated 
and the patient made a relatively uneventful recov- 
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ery, with the exception that he developed symptoms 
which included chills and fever, severe suprapubic 
discomfort, and marked dysuria after the catheter 
was removed. Consequently, it was decided by the 
physician to release the patient from the hospital 
with a retention catheter in place to allow more 
time for the healing to take place. 

When the patient returned to have the catheter 
removed, it was found that there was considerable 
concretion around the tip of the catheter which made 
removal very difficult. After considerable effort by 
the physician and with much pain to the patient, the 
catheter was finally removed. Thereafter, the patient 
was able to void in small quantities, and soon found 
that if he did not voluntarily empty his bladder every 
30 to 45 minutes, he would become incontinent. Con- 
sequently, he bought a rubber bag to catch the urine 
since his work did not allow him to go to the rest 
room as often as necessary to keep dry. The patient 
went on in this unhappy way for two years after 
which I first saw him. 

Examination revealed that except for moderate 
generalized inflammation, the anterior urethra was 
normal. The external urethral sphincter was found 
to contract normally. Results of the previous transure- 
thral prostatic resection were found to be adequate. 
However, instead of a normal mucous membrane in 
the bladder, there were several crisscrossing bands 
of fibrous tissue between which were several open- 
ings into diverticula. The bladder capacity was found 
to be approximately 50 cc. The ureteral orifices were 
“golf-hole” in character. No other specific lesions 
were found in the bladder. Ureteral catheters were 
passed to both renal pelves without evidence of ob- 
struction. The urine from each side contained 
many white blood cells and the P.S.P. function was 
moderately reduced bilaterally. There was no evidence 
of calculi in the upper urinary tracts and the retro- 
grade pyelo-ureterograms showed marked _ bilateral 
dilation of all structures of the upper urinary tract. 
Cystograms revealed several large diverticula of the 
bladder, a markedly contracted bladder and reflux 
up both ureters. 


Laboratory studies revealed that both kidneys and 
the bladder were infected with the paracolon bacillus 
which was found to be sensitive to Chloromycetin, 
streptomycin and Furadantin. The N.P.N. was 50 
mg. per 100 cc., the red blood cell count and hemo- 
globin were normal. 


It was believed that the concretion which developed 
around the tip of the catheter, which had been re- 
tained following the transurethral prostatic resection, 
had become sufficiently adherent to the bladder mu- 
cosa that when it was forcibly removed, much of 
the mucosa was also ripped off. Healing was by scar 
tissue formation which significantly decreased the 
bladder capacity. With no functioning reservoir for 
urine, but with a normal urethral sphincter, the 
result was dilation of the upper urinary tract with 
secondary infection of all of these structures and in- 
continence. 

It was believed that some type of operative proce- 
dure was necessary to increase the size of the urinary 
reservoir, and after determining that the anal sphinc- 
ter was intact, a vesicorectostomy was chosen. 
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Intensive preoperative preparation with antibiotics, 
according to the drug sensitivity tests, was initiated, 
and the intestine was prepared by mechanical cleans- 
ing and the following medical regimen; neomycin | 
Gm., and Sulfathalidine, 1.5 Gm. were given every 
hour for four doses; thereafter these same drugs were 
given every four hours for the 12 hours preceding 
operation. 

A transverse suprapubic incision according to the 
Cherney technic was made. The bladder was ap- 
proached extraperitoneally, was opened in its dome 
and its interior inspected. There were several small 
diverticula and one large one on the posterior wall. 
The ureteral orifices were somewhat larger than nor- 
mal. A surgical assistant put his finger into the rec- 
tum, the finger being capped by a metal thimble, 
and the base of the bladder was raised by exerting 
pressure through the rectum. Stay sutures of number 
one chromic catgut were used to draw the bladder 
and rectum together. These were placed in a horse- 
shoe pattern, the concavity downward, reaching from 
the trigone 0.5 cm. medial to the left ureteral orifice, 
extending up over the base of the bladder, around 
to a point on the trigone 0.5 cm. medial to the other 
orifice. Each of these sutures was taken completely 
through the walls of the bladder and rectum, the 
thimble covered finger of the assistant determining 
the depth of the sutures. An oval of tissue was then 
removed just inside of this line of sutures, all layers 
of the bladder and rectum being included. The mu- 
cosa of the rectum was then united to the mucosa of 
the bladder; the resultant operative fistula was de- 
termined to be approximately No. F-40 in size. A 
right angle No. F-32 tube was drawn through the 
anus, after having been inserted into the wound 
through the operative incision, and fixed so that the 
bladder drainage would pass to the outside through 
the tube. The incision was closed routinely. 

The patient was given antibiotics according to the 
previous culture and drug sensitivity tests, and a soft 
low residue diet. The rectal tube which extended up 
into the bladder was connected to a bedside bottle. 
Mineral oil was also given until the stools were semi- 
soft in consistency. The patient made a _ relatively 
uneventful recovery. Urine, with some fecal admix- 
ture, was passed through the tube much of the time. 
Most of the fecal material was passed around the 
tube, however. The tube was removed on the ninth 
postoperative day and it was almost immediately 
found that the patient was able to hold the urine 
between four and six hours, usually passing fairly 
clear urine per rectum, On one or two occasions every 
24 hours the urine and fecal streams were mixed. The 
patient was discharged from the hospital on_ the 
thirteenth postoperative day. He was seen thereafter 
at intervals of 10 days, two weeks, one month and 
three months, and it was found that the laboratory 
tests gradually approached normal until, at six 
months after the operation, the N.P.N. was 37.5 mg., 
the COz combining power 56 volumes, and the serum 
chloride was 510 mg. per 100 cc. Other tests which 
had been normal at the beginning such as the red 
blood cell count, hemoglobin, white blood cell count 
and differential count remained within normal limits. 


X-ray 


studies six months postoperative revealed 
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some diminution of the preoperative dilatation of the 
upper urinary tracts. There was also less evidence of 
pyelonephritis although culture from each kidney 
showed growth of the paracolon bacillus. 

The patient is highly pleased with the results of 
his operation, he is able to carry on an active busi- 
ness and social life, and is therefore both subjectively 
and objectively considerably improved over his pre- 
operative condition. 


Summary 


The major problems and recent develop- 
ments on the subject of permanent urinary 
diversion have been presented. The primary 
lesions requiring diversion have not been 
considered. Several operations have been dis- 
cussed. Attention has been focused on the 
problems inherent in these procedures. A 
case report describing the use of one of the 
newer operations has been presented. The 
problem of permanent urinary diversion has 
by no means been solved, although significant 
advances in this direction have been made 
during the past few years. 
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Discussion (Abstract 


Dr. Frank G. Zingale, St. Louis, Mo. The continued 
reporting of newer concepts of urinary diversion is 
indicative of a well-accepted fact,—no single method 
is universally satisfactory. Each published procedure 
contributes immeasurably to an eventual final solu- 
tion which will bear critical analysis. 

Dr. Hewitt’s case of vesicorectostomy is herewith 
added to those of Joseph G. Moore of the University 
of Pittsburgh who has a five year postoperative obser- 
vation period. 

From the time of Coffey, a primary essential in 
ureteral transplantation has been the maintenance of 
the normal physiologic balance of the ureter in its 
new environment. The tone, the peristaltic rate and 
frequency, and peristaltic force must be preserved if 
normal excretory activity of the ureter is to be ob- 
tained. The tunneling procedure of the Coffey I and 
II, the direct anastomosing methods of Cordonnier 
and Nesbit and others, and a newer proposal of 
Clarke and Leadbetter, which essentially is a combina- 
tion of tunneling and an end to side anastomosis, are 
all phases in an attempt to duplicate the normal 
physiologic action of the terminal ureter. 

If the only postulate is urinary diversion then 
vesicorectostomy is a commendable procedure. 

Any diversionary process must contend with othe1 
complicating factors. In the collective review of the 
results in 2,897 reported cases by Clarke and Leadbet- 
ter, there is shown to be a high incidence of hyper- 
chloremic acidosis after ureterosigmoid transplant by 
any method employed. 


Reabsorption of electrolyte and bacterial decompo- 
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sition of urea to ammonium cannot be lessened even 
though it is emphasized that the ureteral placing is 
distal to the site of implantation in ureterosigmoidos- 
tomy. 

Pyelonephritis must continue to remain a compli- 
cating factor, because even in an isolated ileal bladder, 
as Bricker states, the urine never become bacteria- 
free. The pressure variants between rectum and blad- 
der will cause reflux of intestinal pathogens especial- 
ly in view of the absence of some interfering mecha- 
nism not provided for in this newer deviating opera- 
tion. When sufficient time has elapsed and additional 
data accumulated the procedure must be re-evaluated. 

It has been a privilege to have discussed Dr. Hewitt’s 
presentation. 

Dr. John W. Frazier, Salisbury, N. C. First, I wish 
to commend Dr. Hewitt for his excellent presentation 
of a subject that could be long and voluminous. His 
concise summary of almost 75 years of trial and error 
shows much time and thought in preparation. Our 
Section certainly appreciates these efforts. 

Urinary diversion is a necessary evil, recognized as 
such these many years. Continued striving to lessen 
this evil has occurred, implemented by many sur- 
geons. The first reported case of ureteral transplant 
apparently was by Smith in England in 1879; this 
was unsuccessful. Through the years since, and par- 
ticularly dating from Coffey’s masterful presentation 
of 1911, great strides have been made. There still 
remain many unsolved problems. 


New and different technics for individualized cases 
are being published, each with good and bad features. 
This should continue, since in no other surgical pro- 
cedure is so much individualization required. Each 
case presents a different problem; each, in a sense, 
requires a different goal. Life expectancy, primary 
disease, anatomic anomaly,— all influence the thought 
as to the best procedure in a contemplated diversion. 

In discussing the essay today, we are particularly 
interested in the preservation of intact ureteral ori- 
fices. Perhaps we should say ureterovesical valves. 
Recently in a discussion of the advances of the past 
25 years in ureterosigmoidostomy, Campbell stated 
that without operation infants with exstrophy of the 
bladder developed early injury to the urinary tract. 
He states that about half of these children, without 
help, are dead of infection by the tenth year and 
that perhaps unsuspected congenital ureteral obstruc- 
tion may also enter the picture. This, of course, is 
true, but one wonders in the light of recent work 
whether the percentage is that high. Many untreated 
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cases may have normal ureterovesical valves and re- 
tain normal upper tracts. 


In 1952, I had the unusual opportunity of seeing a 
white woman, aged 37, with complete exstrophy of 
the bladder. It was clean; the three ureteral orifices 
were normal; the urine from each was uninfected. 
The patient showed duplication of the right kidney 
and ureter without stasis and a single left normal 
kidney. There was no history which could be inter- 
preted as that of urinary tract infection. A permanent 
colostomy was done two weeks before the transplant. 
Unfortunately we did not know of Boyce’s and Vest’s 
work at that time. Our idea was to split the trigone 
and implant the intact orifices low in the sigmoid. 
We were dissatisfied with the closure, being afraid of 
leakage, and so reverted to the mucosa to mucosa 
technic. Certainly, this patient’s life expectancy has 
been cut down. In spite of an original colostomy with 
a subsequent sterile rectosigmoid pouch, infection and 
acidosis are a marked problem. We are sure poor tech- 
nic entered into this case, but even with excellent 
technic and experience, we are very much afraid that 
on late evaluation the sterile rectosigmoid pouch, with 
the mucosa to mucosa transplant will not raise the 
percentage of longevity with freedom from complica- 
tions. 


Recently, I had correspondence with Boyce. He now 
has three cases of exstrophy, two, 5 years postoperative, 
and one, three years postoperative. These were 
operated upon according to the procedure reported 
by Boyce and Vest in 1952 where, after a sterile recto- 
sigmoid pouch is obtained by colostomy, the bladder 
is closed, including the neck, and a rectovesical stoma 
is made. At one 5 year postoperative check there had 
been no acidosis at any time; no bouts of infection. The 
urine from the rectum is completely negative. The 
other two cases are similar in freedom from infection 
and acidosis. 

Since Dr. Hewitt has chosen a similar type of proce- 
dure for his report, it will be extremely interesting 
to note his late result with the mixed fecal and 
urinary stream. Again, I want to thank him for pre- 
senting this excellent thesis to our Section. 


Dr. Hewitt (Closing). I am very much obliged to 
Dr. Frazier and Dr. Zingale for these kind remarks. 
I am sure that we all agree that the final statements 
concerning permanent urinary diversion have not been 
made. I think more advancement has been made along 
these lines in the past few years than ever before, and 
perhaps with continued efforts this problem will some 
day be solved. 
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Newly Difterentiated Viruses: 


§. EDWARD SULKIN, PH.D.,t Dallas, Tex. 


The boundaries of knowledge in the field of virology have been extended 
amazingly in the past decade by new technics of study. 


DURING THE PAST THREE DECADES the causative 
agents of such age old diseases as yellow fever, 
mumps, and influenza have been clearly char- 
acterized and the viral etiology of a large 
group of other infectious diseases, including 
a number of new clinical entities, has been 
established. This has come about through 
the development of numerous technics which 
have offered means for the effective study of 
viruses and the diseases caused by them. An 
important contribution was made in 1930 
when it was observed that the mouse could 
be used for the quantitative assay of certain 
viruses. At about the same time it was shown 
that the embryonated egg provided a source 
of susceptible tissues for the propagation of 
viruses, and the chick embryo technic has been 
widely used for the isolation and characteriza- 
tion of viral agents. This technical approach 
to the study of a great many viruses has been 
simplified by the discovery of the phenom- 
enon of hemagglutination, the agglutination 
of erythrocytes by viruses. The discovery 
in 1948 of a new family of viruses, the Cox- 
sackie group, with special predilection for 
tissues of immature mice,* resulted in the iso- 
lation of several viruses pathogenic for suck- 
ling mice, and it now appears that other 
already known viruses are also highly patho- 
genic for suckling mice. In addition to these 
observations the discovery of antibiotics has 
offered a means for limiting contaminating 
microorganisms in specimens being assayed 
for viruses and diethyl ether also has served 
as a useful agent for ridding specimens of 
concomitant microorganisms and for classify- 
ing viruses.4> 

Although the tissue culture technic had 
been in use for a number of years for the 
cultivation of certain viruses, its practicability 





*Read before the Section on General Practice, Fiftieth An- 
nual Meeting, Southern Medical Association, Washington, 
D.C., November 12-15, 1956. 

+From the Department of Microbiology, The University of 
Texas, Southwestern Medical School, Dallas, Tex. 


has become apparent only recently. The pro- 
cedure had little value because of lack of a 
convenient means for establishing whether 
multiplication of the virus had occurred with- 
in the culture. This could only be accom- 
plished by  subinoculating tissue culture 
material into appropriate animals. The dem- 
onstration of “cytopathogenic effects” or 
degenerative changes in the tissue cultures 
systems now employed have overcome this 
limitation. Although such changes were ob- 
served by earlier investigators,®7 it was not 
until the demonstration that polioviruses pro- 
duced cytopathogenic changes in cultures of 
human tissues that their significance was fully 
appreciated. The studies with the polio- 
viruses have clearly indicated that the mul- 
tiplication of certain viruses depends upon 
the presence in the tissue culture of cells 
derived from susceptible animals. The tryp- 
sinization technic described by Dulbecco and 
Vogt” for the preparation of cell suspensions 
has made it possible to prepare large numbers 
of cultures. Another technic described by 
these workers by which plaques are produced 
on continuous sheets of cells has already found 
wide application in virus research. 

The increased use of tissue culture technics 
has resulted in the discovery of many hitherto 
unknown cytopathogenic agents. Futhermore, 
recent studies have indicated that a large 
number of viral agents are present in various 
tissues and in the excreta of man which are 
detectable only by tissue culture methods. It 
is the purpose of this discussion to summarize 
current knowledge concerning these newly 
differentiated viruses and to point out their 
possible role in human infection. 


Coxsackie Viruses 
The role of the Coxsackie group of viruses 
in human illness is not yet fully understood. 
These agents were first isolated from the feces 
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of two children with typical symptoms of 
poliomyelitis during the course of an out- 
break of this disease in Coxsackie village in 
upstate New York. Neutralizing antibodies 
against the newly discovered virus developed 
in each instance during the acute period of 
the disease. Poliovirus, however, was also 
demonstrated in these two patients. It was 
evident, then, that an infection with the new 
virus was present but its relationship to polio- 
mvelitis, and, in fact, its clinical significance 
in general was not known. Because of these 
experiences it was natural that the search for 
these viruses was limited at first to polio- 
myelitis and diseases with similar clinical pat- 
terns. It is now clear that the original associa- 
tion of these viruses with poliomyelitis was a 
chance occurrence resulting from the similar 
epidemiology of the two groups of viruses. 
The repeated isolation of the Coxsackie 
viruses in widely scattered areas, both from 
ill and well persons, together with the wide- 
spread occurrence of antibodies to numerous 
serologic types, suggest that this family of 
viruses is widely prevalent in nature. Since 
these agents also occur among persons seri- 
ously ill for various reasons, it has been 
difficult to evaluate their causal relationship 
to certain clinical entities. 

The Coxsackie group of viruses represent 
agents whose characteristics and properties 
have been well defined, yet more remains to 
be learned about the illnesses which they 
cause. The numeous virus strains that have 
been isolated since their discovery in 1947 are 
grouped together mainly because they pro- 
duce characteristic lesions in the suckling 
mouse, hamster, or ferret, but fail to affect 
adult animals. On the basis of the lesions 
produced in infant mice, two distinct groups 
ol Coxsackie viruses are now recognized. 
Those falling in the group A category, num- 
bering at least 19 distinct serologic types, 
produce a rapidly progressive flaccid paralysis 
involving all the skeletal muscles but not the 
myocardium. The group B viruses, now num- 
bering 5 serologic types, while producing only 
moderate muscle lesions, also cause a char- 
acteristic encephalopathy and _ panniculitis. 
Futhermore, certain group B viruses cause an 
extensive pancreatitis in adult mice. 

It is evident from the data summarized in 
Table I that infection of man with Coxsackie 
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viruses may result in diverse clinical mani- 
festations. The group A Coxsackie viruses 
seem to be primarily associated with herpan- 
gina (vesicular pharyngitis), although there is 
recent evidence’! that certain types*® falling 
within this group may be associated with 
symptoms with central nervous system. In a 
single instance A9 has been associated with 
an undifferentiated diarrheal syndrome in a 
child. 

Much attention is being given to the group 
B Coxsackie viruses because of the increasing 
evidence that they are more important as 
agents of disease in man. The association of 
all the known group B types with aseptic 
meningitis and epidemic pleurodynia (epi- 
demic myalgia, Bornholm disease) has been 
demonstrated in recent years by several groups 
of investigators. There is increasing evidence, 
too, that some patients with pleurodynia 
may have associated aseptic meningitis. Re- 
cently'!:!? certain group B Coxsackie viruses 
have been isolated from cases of myocarditis 
in the newborn; their pathogenicity here, 
however, remains to be more firmly estab- 
lished. It should be emphasized that the 
recovery of these viruses from diseases other 
than herpangina, epidemic pleurodynia, and 
aseptic meningitis may be explained on the 
basis of the ubiquity of these agents and the 
likelihood of their spread among groups of 
individuals under study. 

The group B Coxsackie viruses are un- 
doubtedly being encountered more frequently 
than group A strains because of the wide- 
spread use of tissue culture technics. All of 
the group B types produce cytopathogenic 
changes in cultures of trypsinized monkey 
kidney cells, while only 5 of the 19 group A 
types induced these changes in tissue culture. 

A definitive diagnosis of Coxsackie virus 
infection can be made only by laboratory 
methods, and even when adequate available 
procedures are employed concurrent infection 
with some other agent must be excluded. 
The infectious agent is most easily recovered 
from the stools but may also be demonstrated 
for shorter periods of time in throat wash- 
ings. Occasionally it has been found in the 
spinal fluid. In man, as well as in experi- 
mental animals, Coxsackie viruses stimulate 
the production of type-specific neutralizing 
and complement-fixing antibodies which are 
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used in the identification of virus strains and 
in detecting a serologic response to infection. 
Although the recovery of a Coxsackie virus 
and the demonstration of an increase in anti- 
body response to the homologous type is good 
evidence of causal relationship in the study 
of outbreaks, the diagnosis of sporadic cases 
is difficult because antibody levels may in- 
crease in apparently healthy persons from 
whom virus is isolated. Examination of stool 
specimens is the most practical method of 
demonstrating the presence of Coxsackie 
virus. In order to show unequivocally a 
specilic rise in antibody response during ill- 
ness, it is necessary that a specimen be ob- 
tained within 3 or 4 days after the onset of 
the illness as well as during convalescence. 
Serologic tests alone are of little or no prac- 
tical value in the diagnosis of infection by 
Coxsackie virus because of the multiplicity 
of serologic types and also because patients 
may occasionally develop complement-lixing 
antibodies to a number of both group A and 
group B agents following infection. The neu- 
tralizing antibody response, on the other 
hand, appears to be specific for the infecting 
type of virus. It is not yet known whether 
the heterotypic complement-fixation response 
is due to a group antigen contained in all 
Coxsackie viruses or whether it is in the 
nature of an anamnestic reaction. There is 
some evidence that a suckling mouse antigen 
cross-reacts in the complement-tixation test 
with all 5 group B viruses while a tissue cul- 
ture antigen may be type specitic. 
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Adenoviruses 


A new antigenically heterogeneous group of 
viruses has recently been discovered by two 
groups of workers.'* Rowe and his associates! 
observed that tissue cultures of surgically re- 
moved human adenoid or tonsil often degen- 
erate owing to the multiplication of a virus 
present in the original tissue. The inoculation 
of fluids from the degenerated adenoids into 
additional human or animal cell cultures in- 
duced cytopathic changes which could be 
transmitted serially. Independently, Hilleman 
and Werner, using human epithelial cell 
cultures, recovered similar viruses from throat 
washings and sputum of patients with acute 
respiratory disease (ARD) and _ primarily 
atypical pneumonia. Retrospective serologic 
studies on specimens from volunteers to whom 
ARD was transmitted also indicated a rela- 
tion between this new group of viruses and 
human respiratory disease.6 Subsequent 
studies have shown that certain members of 
this family of viruses are the principal cause 
of acute respiratory illnesses classified as un- 
differentiated acute respiratory diseases 
(ARD), primary atypical pneumonia not asso- 
ciated with cold agglutinins or streptococcus 
MG agglutinins, nonbacterial exudative 
pharyngitis,7:!5 and others are associated with 
ocular infections.1® It has long been recog- 
nized that acute respiratory infection of un- 
known etiology in the armed forces show a 
high incidence among new recruits in con- 


trast to seasoned military personnel. It had 


TABLE 1 


CLINICAL ENTITIES WITH WHICH NEWLY 





DIFFERENTIATED VIRUSES HAVE BEEN ASSOCIATED 








Coxsackie Viruses Adenoviruses ECHO Viruses 
Clinical Entities Group A Group B Human Origin Simian Origin pre 
19 Types 5 Types 15 Types 3 Types 18 Types 


Aseptic meningitis 7)* (8) (9) 
Epidemic pleurodynia 
Vesicular pharyngitis 2.6, 8-10 
(herpangina) 
Adenopharyngitist 
Acute respiratory disease 
(recruit disease)t 
Epidemic 
KC) 


(ARD 
keratoconjunctivitis 


Myocarditis in infants 
Viral pneumonia in infants 
Undifferentiated diarrhea! 
disease (in infants) (9 
Epidemic exanthem 


*Types shown in parentheses not definitely associated with disease 


9 


(1) (2) 


4, 5, 6,9, 14 


1-3, 5-10 


(2) (8) (13) 


indicated. 


tTentative designation suggested by Ginsberg” to include nonbacterial pharyngitis, conjunctivitis and pharyngoconjunctival fever. 


tIncluding patients with primarv atypical pneumonia who do not develop cold or MG streptococcal agglutinins. 
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also been suggested several years ago that 
acute respiratory disease (ARD) “is a specific 
disease process due to a single or to a group 
of closely related agents.”2° Correlated epi- 
demiologic and laboratory studies!®1* have 
now clearly established (Table I) that the 
type 4+ and 7 viruses are etiologically asso- 
ciated with acute febrile respiratory disease 
(ARD, febrile catarrh) in military recruits.* 
These include patients with pulmonary in- 
filtration (primary atypical pneumonia) not 
associated with cold agglutinins or streptococ- 
cus MG agglutinins. There are indications 
that types 3, 5 and 14 may also be associated 
with ARD. Other studies?!:*? have indicated 
that types | to 3 and 5 to 10 are associated 
with “adenopharyngitis,” a tentative designa- 
tion recommended by Ginsberg?* to include 
nonbacterial exudative pharyngitis, conjunc- 
tivitis, and the newly recognized syndrome of 
pharyngoconjunctival fever described by Par- 
rott and his associates.*4 

From a patient with epidemic keratocon- 
junctivitis (EKC), Jawetz and his associates*® 
isolated a virus which has been designated 
adenovirus type 8. Subsequently they?® pre- 
sented serologic data showing unequivocal 
association between EKC and _ neutralizing 
antibody to adenovirus type 8. Sera from 
patients with EKC in Japan, Italy, Switzer- 
land and North America regularly contain 
neutralizing antibody to this virus, whereas 
such antibodies are absent from the general 
population in these areas. Members of this 
group have also been isolated from cases of 
aseptic meningitis,*7 from an infant dying 
from viral pneumonia, and from infants in a 
nursery,"> but in these instances the etiologic 
relationship has not been definitely estab- 
lished. 

There are indications that a formaldehyde- 
inactivated adenovirus vaccine containing 
types 3, 4 and 7 induces substantial neutraliz- 
ing antibody responses to each of the com- 
ponent types and reduces significantly the 
rate of occurrence of acute febrile respiratory 
illness among military populations.?° 

At least 18 serologic types of adenovirus 
have already been described, three of which 
were from simian sources.*° The members of 





*Infection with these viruses appears to be a major problem 
among newly recruited soldiers undergoing basic training, 
hence the designation “recruit disease.” 
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this family of viruses are nonpathogenic for 
laboratory animals and show a unique cyto- 
pathogenic effect in tissue culture of 
epithelial cells. This is especially true if a 
cell strain of cervical carcinoma tissue (HeLa 
cells) is employed, although similar effects 
are observed in cultures of monkey kidney 
cells and in human adenoid and tonsil tissue. 
Members of this family are heat labile, ether 
resistant, filtrable and resistant to antibiotics. 
They share a group specific soluble antigen 
which gives a group reaction in a complement- 
fixation test.1° The complement-fixation pro- 
cedure provides a simple diagnostic test for 
infection with this group of viruses and may 
be used in a routine serology laboratory.* 
However, the more cumbersome and costly 
neutralization test, not readily adaptable for 
routine diagnostic purposes, is the only pro- 
cedure available for identification and typing 
of newly recovered strains.*! 


ECHO (Enteric Cytopathogenic Human 
Orphan) Virusest 


The increased use of tissue culture methods 
has resulted in the isolation of a large number 
of hitherto unrecognized viral agents from 
the human intestinal tract. Many of these 
agents were recovered from patients with 
aseptic meningitis**? and from those with 
undifferentiated diarrheal syndromes in early 
childhood,*+ as well as from healthy chil- 
dren.*” Several investigators have encoun- 
tered these agents during studies on _polio- 
myelitis. Preliminary studies of the ECHO 
viruses have already indicated that multiple 
antigenic types exist; at least 18 antigenically 
distinct viuses have been differentiated. In 
many instances the immunologic characteris- 
tics of these viruses have not been established 
and in most instances their relationship to 
specific disease entities remains to be estab- 
lished (Table 1). It now appears evident, 
however, that several types of the ECHO 
virus are causative agents of aseptic menin- 
gitis.**36 Jn fact, in some instances where 
this relationship has been shown, there was 
associated muscle weakness.** 

Although a number of these viruses have 
been found in association with undifferen- 





*Complement-fixing antigens are now available through 
Microbiological Associates, Inc., Bethesda, Md. 

+Human enteric viruses recoverable only by tissue culture 
technics.** 
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tiated diarrheal syndromes in early childhood 
(ECHO viruses types 2, 8 and 13, and a num- 
ber of unclassified strains), their signilicance 
here must await further study. It is especially 
difficult to establish an etiologic relationship 
ol newly discovered viruses to clinical entities 
when these agents have been recovered from 
the alimentary tract. Recent epidemiological 
studies by Ramos-Alvarez and Sabin** would 
indicate that the ECHO viruses are not the 
“virus counterpart of the normal bacterial 
flora of the human enteric tract because they 
are found most frequently during the early 
vears of life . Only through large scale 
epidemiologic studies such as those being car- 
ried out by Huebner and his associates,*8 and 
by Ramos-Alvarez and Sabin** will it be pos- 
sible to establish the significance of this re- 
lationship. 

The ECHO viruses share many characteris- 
tics. As the designation for this group implies 
they are enteric viruses which are cytopatho- 
genic for monkey and human cells in culture. 
Although they are known to infect human 
beings, most members of this group may be 
regarded as “orphan viruses” or “viruses in 
search of disease.”” Members of the group will 
not induce disease in mice less than 24 hours 
old and are not related to any other viruses 
recoverable from the alimentary tract. Like 
the Coxsackie viruses and the adenoviruses 
these agents are filterable, ether-resistant, and 
resistant to antibiotics. Complement-lixing 
antigens have been detected in the fluid phase 
of tissue cultures of several members of this 
group.*" In many instances plaque morphol- 
ogy, using the technic of Dulbecco and Vogt,” 
is sufficiently distinctive to permit differentia- 
tion from other enteric viruses.*° 

\n agent which probably should be in- 
cluded in the ECHO group was isolated dur- 
ing an unusual epidemic exanthem which oc- 
curred in Boston, Massachusetts during the 
summer of 1951 and later in Pittsburgh, Penn- 
svivania.*! This highly communicable disease 
occurred in both children and adults. The 
incubation period ranged from 3 to 8 days, 
and the disease was mild, lasting only from 2 
to 5 days. In children a pink maculopapular 
eruption developed over the face, trunk and 
extremities following a 1 to 2 day febrile 
period. There was occasional enlargement of 
the lymph glands of the head and neck. The 
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disease in children had features in common 
with roseola, rubella, and heat rash. Systemic 
manifestations, including chills and_ fever, 
severe headache, and muscle pains and aches, 
characterized the disease in adults. Rash oc- 
curred in only 50 per cent of the cases in 
adults. Cytopathogenic agents were recovered 
by Neva and Enders,'? from the feces, throat 
washings and, in a single instance, from the 
blood. Virus neutralizing antibodies could be 
demonstrated in serum specimens obtained 
during convalescence in nearly all cases stud- 
ied. By means of tissue culture technics it was 
possible to establish that the Massachusetts 
and Pittsburgh epidemics were caused by 
identical agents.** These studies would indi- 
cate that a hitherto unrecognized disease to- 
gether with its causative agent, possibly an 
ECHO virus, has been described. 


Summary 


In the preceding resumé an attempt has 
been made to review the rapid advances that 
have been made during the past decade in the 
recognition of new viruses and the demon- 
stration of their relationship to clinical 
entities. ‘The discovery of the Coxsackie, 
Adeno-, and ECHO viruses has made it pos- 
sible to delineate a number of clinical 
entities with some degree of accuracy and 
represents significant advances, but many 
problems, especially in the field of respiratory 
infections, remain to be solved. So far, no 
relationship between the common cold and 
any members of the adenovirus group has 
been established. Studies such as those which 
form the basis for this report have signifi- 
cantly reduced the large group of acute 
respiratory diseases of unknown etiology. This 
is true also of a large segment of the cases of 
aseptic meningitis which have been etiologi- 
cally obscure. Continued investigation will 
undoubtedly yield similar information in re- 
gard to enteric infections. .\ glance at recent 
developments gives us hope that the current 
rate of progress will not diminish, and that 
the next decade will bring further rapid 
progress in the differentiation of new viruses 
and perhaps even some new diseases to match 
the viruses which been dis- 
covered. 


have already 
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Benign Tumors of the Rectum 
Potentially Malignant’ 


MATTHEW A. LARKIN, M.D.,+ Miami, Fla. 


The author emphasizes that tumors of the rectum usually thought 


to be benign may become malignant. 


THe GAp between most benign and malig- 
nant neoplasms is fortunately wide in the 
majority of instances, but it can be perilously 
narrow on occasion and it behooves us to be 
well aware of this point. Any tissue which has 
the normal physiologic ability to grow, also 
has the abnormal pathologic ability to become 
neoplastic, and carrying this thesis one step 
further, any neoplastic tissue may 
malignant. 


become 


In the rectum and colon, the precancerous 
inference of the adenoma or epithelial polyp 
has been generously referred to in medical 
literature.!* This is proper since this tumor 
has been reported in 2 to 3 per cent of proc- 
toscopic examinations,t and its malignant 
changes can be repeatedly demonstrated on 
histologic sections. 

What other benign tumors are found in 
the rectum? The following classification is 
not presented as a sine qua non for the stu- 
dent of exotic neoplasms, but is offered as a 
simple guide for these tumors, some of which 
are admittedly rare. 


CLASSIFICATION OF BENIGN TUMORS OF 
THE RECTUM 
I. Infectious 
a. Nonspecific—hypertrophied papilla 
b. Granulomatous—tuberculosis 
c. Parasitic—ameboma 
II. Noninfectious 
a. Congenital 
1. Cysts (simple and multiple) 
2. Teratoma (presacral dermoid 
and intrarectal) 
3. Multiple adenomata (polyposis and 
familial) 
b. Acquired + (polyp) 
1. Adenoma + (glandular epithelium) 


*Read before the Section on Proctology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C 
November 12-15, 1956. 
tFrom the Department of Surgery, University of Miami 
School of Medicine, Miami, Fla. 


a. Single 
b. Multiple (50 per cent more tendency 
for malignancy) (villous adenoma) 

Lymphoma 

Lipoma 

Fibroma 

Myoma 

6. Papilloma 


or ot OOF 


Can all of these tumors be counted on to 
remain benign and be summarily dismissed as 
nondangerous when they occur? Rosser®7 has 
pointed out the folly of this unawareness to 
danger in viewing benign inflammatory dis- 
eases of the rectum. 


It is not within the scope of this paper to 
discuss statistical pathologic studies of all of 
these tumors, but we would like to present 
our experiences with several of them in the 
following case histories. 


Cases 


Case 1. V. H., a 46 year old white salesman, was 
admitted to the hospital on November 13, 1955. 


He had had a known hypertrophied papilla for six 
vears. During this time, the papilla would occasion- 
ally prolapse and would be replaced by the patient. 
Several weeks prior to admission he had an episode 
of rectal bleeding and went to a naturopath. This 
practitioner did a smear of the papilla for cancer and 
reported it negative. 

There had been no further rectal bleeding, no 
history of weight loss, but several days prior to ad- 
mission, the patient had rectal discomfort with bowel 
movements. 


Physical Examination. The general examination 
was negative. No nodes were palpable in the inguinal 
regions. Proctologic examination revealed a_hyper- 
trophied papilla which was semifixed in the left 
posterior quadrant, There were some moderate sized 
internal hemorrhoids; sigmoidoscopy to the 25 cm. 
level revealed no further evidence of disease. 

Laboratory Data. The red blood count, hemoglobin, 


white blood count, and urinalysis were within normal 
limits. 


Hospital Course. On November 11, 1955, the pa- 
tient had an excision biopsy of the lesion, including 
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Squamous cell carcinoma in situ and invasive squamous cell 
carcinoma, in hypertrophied papilla. 


an area of perianal skin and mucous membrane di- 
rectly above the lesion, and a portion of the sub- 
cutaneous part of the external sphincter directly deep 
to the lesion. 

The pathologic report of this specimen was a well- 
differentiated squamous cell carcinoma of the anus 
with extension to the underlying sphincteric muscle 
(Fig. 1). 

\ week later, the patient, after the usual prepara- 
tion, underwent an abdominal perineal resection with 
wide excision of the perianal tissues. 





Apparent follicle formation. This is actually a pseudofollicu- 
lar nodular arrangement. 
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Comment. It may seem surprising to con- 
sider the frequent occurring hypertrophied 
papilla as a neoplasm. The very common, 
mildly enlarged, multiple saw teeth associ- 
ated with cryptitis are not. But the single, 
enlarged, hard tumor which arises from the 
pectinate line and prolapses past the anal 
ring, is indeed, a fibrous anal polyp and 
should be given the benefit of a pathologic 
histologic examination. 

Case 2. J. D., a 41 vear old white food broker, 
was referred for proctologic consultation after his 
general physician felt a small tumor in the rectum 
on digital examination during a routine physical 
survey. There were neither a_ previous history of 
weight loss nor proctologic symptoms. The patient had 
had a completely negative medical and surgical past 
history. 

Physical Examination. YVhe general examination 
was negative. There were no palpable Ivmph_ nodes 
in the neck, axilla, or groin. A hard tumor could be 
palpated by the tip of the examining finger on the 
anterior wall of the rectum. On proctoscopic exami- 
nation, this tumor was found to be about 4 cm. in its 
greatest diameter and ulcerated through the mucosa 
in several small places. The majority of the tumor 
appeared to be below the mucous membrane. A 
biopsy was immediately done and was reported as 
reactive hyperplasia of a lymph node (Figs. 2 and 8). 
Ihe patient was admitted to the hospital for further 
study. 

Laboratory Data. Vhe red blood count was 4,600,000, 
Hgb. was 13.5 Gm., and the white blood count was 
8,600 with a normal differential count. 

Hospital Course. Several days later, under caudal 
anesthesia, the rectal lesion was visualized and a large 


FIG. 3 


ae 20PF% Yeeto 


This is a high power study of figure 2 and shows undiffer- 
entiated Ivmphocvtes with cells lacking roundness. 
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wedge biopsy was removed. The defect was closed 
with several interrupted catgut sutures. This biopsy 
was reported microscopically as a benign lymphoma 
of the rectum (Fig. 4). 

On February 22, 1955, after a preparation with 
neomycin and Sulfathaladine, the tumor was ex- 
cised from the rectum, utilizing a posterior approach 
and removing the coccyx. It was a dome-shaped mass 
of soft tissue measuring 4 cm. at its base. On the cut 
surface it was composed of lobular, white, homo- 
geneous and moderately firm tissue. Several sections 
of the tumor were examined and a pathologic report 
of benign lymphoma of the rectum was obtained (Fig. 
5). The patient recovered from the operation and was 
discharged from the hospital on the twelfth post- 
operative day with full control of his anal sphincters. 


The patient returned to work and did well for 4 
months, when he began to complain of a weight loss 
of five pounds. Sigmoidoscopic examination, at this 
time, revealed a tumor at the 15 cm. level similar to 
the one removed. At this time some small lymph 
nodes could be felt in both groins, the right axilla, 
and in the cervical chains of the neck. The patient 
was readmitted to the hospital and an excision biopsy 
of a lymph node of the right cervical chain of the 
neck was carried out. A diagnosis of malignant lym- 
phoma of the lymphosarcoma type was obtained (Fig 
0). 

The patient’s course was progressively downhill in 
spite of x-ray and nitrogen mustard therapy. A month 
later, he developed obstruction of the large bowel 
and a transverse colostomy was performed. At_ this 
time multiple tumor foci were present in the liver 
and spleen. Shortly afterwards he died. 

Recent clinical reviews of rectal 
lymphomas by Hayes and Burr® and others* 
would indicate that this is almost exclusively 
a benign entity. Helwig and Hansen':'! have 


Comment. 


FIG. 4 





This is similar to figure 3. Note the lack of mitotic figures, 
a characteristic of malignant lymphomas. 
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This shows a few widely separated, compressed, 
mucous membrane glands with tumor in between. 


rectal 


investigated lymphatic growths in the rectum 
pathologically, that 
lymphatic tumors of the rectum are benign 
in a most high incidence. In fact, they cast 
some doubt on reports of primary malignant 


and propose primary 


lymphomas in the rectum and point out that 
this occurrence is only a phenomenon of the 





This shows actual capsular invasion and compression of 
capillary sinus, 
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disease occurring simultaneously elsewhere in 
the body. 

Be that as it may, the principle which con- 
cerns the practitioner is that the presence of 
a lymphatic tumor in the rectum is not a 
sign of safety in the consideration of the pa- 
tient’s response to malignancy. 

Retrospect review of the slides'= of the 
previous case indicates that we were prob- 
ably dealing with a malignant lymphoma 
from the beginning. 

Case 3. R. M., a 41 year old white male school 
teacher, was admitted to the hospital on October 26, 
1956, for removal of a tumor of his rectum. In 1951, 
while undergoing a routine hemorrhoidectomy, a 
small hard nodule was removed with the right an- 
terior hemorrhoidal group. This nodule was deep to 
the mucous membrane and was reported pathologi- 
cally as a benign neurofibroma (Fig. 7). The patient 
was instructed to return for biannual proctologic ex- 
aminations, but failed to do so until just prior to the 
present admission. 


Physical Examination. At this time, he presented 
himself with a large hard mass which displaced the 
rectum posteriorly. The mass lay just inside the ex- 
ternal sphincter and was deep to the mucous mem- 
brane. It was hard in texture and measured 5 to 6 
cm. in its greatest diameter. It seemed fixed to the 
anterior rectal structures. Sigmoidoscopic examina- 
tion to 27 cm. revealed no further evidence of dis- 
ease. The general physical examination was negative 
including pulse, blood pressure, and temperature. 


Laboratory Data. The red blood count, white 
blood count, and urinalysis were normal. 





Initial lesion, diagnosis neurofibroma, probably because of 
the presence of neural bundles readily identified. 
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4 





Gross specimen. 


Hospital Course. Following preparation of the colon 
with neomycin and Sulfathaladine, the tumor was re- 
moved from the rectum by a posterior approach after 
removing the coccyx and dividing the sphincters in 
the posterior midline. The rectum was opened long- 
itudinally through the posterior and anterior walls and 
a hard, grey-white, tumor mass was removed from the 
anterior rectal space. This tumor mass was attached 
to the external sphincter and transverse superficial 
and deep perineal muscles, but grossly did not invade 
these structures. It seemed incapsulated and was re- 
moved in toto (Fig. 8). The defect left by the re- 
moval of the tumor was filled with gelfoam, the in- 
cisions in the anterior and posterior rectum were 
closed in two layers, the rectal sphincters were re- 
united and the retrorectal space was drained. The 
patient made an uneventful recovery and was dis- 
charged from the hospital on the tenth postoperative 
day with normal sphincter control. 

Ihe pathologic diagnosis was leiomyosarcoma of low- 
grade malignancy (Figs. 9 and 10). A year has elapsed 
since this patient underwent surgery and there is no 
evidence of recurrence. 

Comment. ‘The microscopic similarity be- 
tween some neurofibromas and leiomyomas is 
well known. Probably in view of our second 
specimen, the original tumor was a leiomy- 
oma. Leiomyosarcoma of the rectum is a very 
rare tumor. 

As late as 1953, it was worthy of an indi- 
vidual case report in a national journal by 
McEachern and Arata.'* They advised ab- 
dominal perineal resection for this lesion 
even in early grades of malignancy. However, 
since the treatment of this disease has been 
most limited in any one surgeon’s experience, 
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The tumor has become more cellular with bizarre figures. 


I question whether such a conclusion is war- 
ranted. Previously, local excisions were ham- 
pered by operating through various endo- 
scopic instruments. There was also the added 
disadvantage of inadequate preoperative 
preparation of the bowel from the bacterial 
consideration. With the possibility of more ag- 
gressive perineal and sphincteric surgery, the 
wide local excision of certain rectal tumors 
may be successful. 





on ! 


High power. Note the mitotic figures. This is a leiomyosar- 
coma, grade 
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Summary 


1. A classification of benign tumors of the 
rectum has been given. 


2. Some of the hazards of a sense of se- 


curity with regard to benign rectal tumors 
has been presented. 


3. Another case of leiomyosarcoma of the 
rectum has been added to the literature. 
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Discussion (Abstract 


Dr. Ralph F. Allen, Miami, Fla. Dr. Larkin has 
aptly stated that the gap between benign and malig- 
nant tumors can be perilously narrow and on occa- 
sion it behooves us to guard this point well. I would 
like to emphasize that on all occasions one should 
be acutely aware of the possibility of a so-called benign 
lesion becoming malignant. Without such an attitude 
toward tumors of innocent appearance, malignant 
changes are bound to be overlooked. Such an error 
inevitably results in disaster for the patient. 

The second point I wish to emphasize is Dr. Lark- 
in’s warning regarding malignant changes occurring 
in hypertrophied papillae. I have had 3 patients dur- 
ing the past 5 years who had malignant degeneration 
of anal papillae and in each case the underlying 
sphincters had been invaded by the malignancy before 
any tissue was removed for microscopic study. Each 
of these patients had consulted their doctor and had 
been told that they had a papilla and that the 
“growth” was a harmless one. One of these unfortu- 
nate individuals was told that the papilla could be 
removed easily, but that unless it was producing pain 
no removal was necessary. I am certainly not an advo- 
cate of unnecessary surgery, on the other hand, I 
think conservatism can be carried too far. It is my 
opinion that any hypertrophied papilla and espe- 
cially one that protrudes from the anal canal should 
be removed, and that careful microscopic examina- 
tion of the tissue should be done. 


As Dr. Larkin has pointed out, there has been some 
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doubt cast upon reports of primary malignant lym- 
phomas of the rectum. Therefore, when a lymphoma 
of the rectum is removed and found to be malignant, 
a diligent search for disease elsewhere in the body 
should be made. 

Unfortunately, time limitations prevented the au- 
thor from discussing other tumors occurring in the 
rectum that are usually benign, but which, on oc- 
casion, may become malignant. I would like to men- 
tion one of these tumors—carcinoid. This disease is, 
in my Opinion, much more common than the number 
of cases in the literature would indicate. Rosser has 
emphasized the importance of this tumor and_ has 
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repeatedly called attention to its malignant potential. 
I have in my records a total of 5 carcinoids discovered 
during the past 8 years. One of these patients died 
with generalized metastasis. The other 4 have re 
mained well after local removal of the tumors. 

Dr. Larkin’s paper has demonstrated again the im 
portance of careful microscopic examination of all 
tissues removed during anorectal operations and it has 
emphasized that so-called benign tumors may be 
come extremely serious malignant ones. 


I appreciate the opportunity given me to discuss 
this paper and I wish to congratulate Dr. Larkin on 
his presentation. 








vo 
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Complications of Endometriosis 
of the Sigmoid Colon: 


C. GORDON JOHNSON, M.D., ANTHONY F. COPPOLA, M.D., and 
CHARLES F. MOLL, M.D.,.+ New Orleans, La. 


Endometriosis may present some fascinating problems in differential diagnosis. 
If the condition is kept in mind, the diagnosis may be most challenging. 


[His PRESENTATION DEALS chiefly with con- 
stricting endometrial lesions of the sigmoid 
colon and rectum. Six such cases requiring 
resection of the colon will be reviewed. Three 
of these were from the private practice of the 
senior author (C.G.].). 

We will also report on the incidence ol 
external endometriosis from Touro Infirmary 
in New Orleans, during the period of 1946 
to 1955. External endometriosis has been 
defined as tissue outside of the uterus micro- 
scopically indistinguishable from that lining 
the uterine cavity. May we emphasize at this 
time that the diagnosis of external endo- 
metriosis was made only after microscopic 
examinations of the tissues removed. In no 
instance was the diagnosis made on gross 
findings alone. 

It has been estimated that approximately 
8 to 15 per cent of all women have endome- 
triosis during their active menstrual life. It 
has also been reported that from 2 to 4 per 
cent of all women have endometriosis of the 
rectosigmoid to some degree during their 
menstrual life. Of these a very limited number 
develop bowel involvement to the degree that 
its resection becomes necessary. 

In the senior author's private practice from 
January 1, 1946, to December 31, 1955, there 
were 977 major gynecologic operations. OI! 
this group 528 were laparotomies, and among 
these there were 75 cases of external endome- 
triosis, which represents I+ per cent of the 
entire laparotomy group. Among these 75 
patients having external endometriosis were 
3 cases involving the sigmoid to the degree 

*Read before the Section on Gynecology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. 
November 12-15, 1956. 
tFrom the Department of Gynecology, Browne-McHardy 
Clinic, and Touro Infirmary, New Orleans, La. 


that its resection was necessary. These repre- 
sent 0.56 per cent of the laparotomy group, 
and 4 per cent of the external endometriosis 
group. This incidence of external endome- 
triosis is lower than that reported by Meigs," 
who found this condition present in 32 per 
cent, and Sampson,? who found endometriosis 
in approximately 22 per cent of his patients. 
However, it conforms closely to that found by 
McCall,* who reported from his private prac- 
tice an incidence of 16 per cent of external 
endometriosis in his laparotomies. 

During this same period (1946 to 1955) 
there were 898 cases of external endometriosis 
reported among 13,866 major gynecologic 
operations, or 6.5 per cent, from Touro In- 
firmary in New Orleans. These patients were 
all white, the greater majority from the pri- 
vate practice of the staff, and the remainder 
from the public ward. Included in this group 
are 6 cases of constricting endometriosis ol 
the sigmoid that required bowel resection. 
The incidence of this condition was therefore 
0.66 per cent of the total number of cases of 
external endometriosis. 

The frequency of endometriosis involving 
the sigmoid colon and rectum varies greatly 
in reported series. The six cases we reviewed 
in this report are those in which the endo- 
metrial lesion, because of its location, exten- 
sion, and associated inflammation, had con- 
stricted the colon and/or had been mistaken 
for a malignancy which necessitated a resec- 
tion of the bowel. 


In a personal communication Roger Scott* 


stated that on two occasions he has found it 
necessary to resect the sigmoid because of its 
involvement by endometriosis. Both of these 
resections were in patients who were infertile, 
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and conservative surgery, Meaning conserva- 
tion of ovarian tissue and the uterus, had 
been attempted. Scott feels that in addition 
to removing extensive endometriosis of the 
bowel, resection seems to serve a further pur- 
pose in eliminating a redundant loop of sig- 
moid which could fix itself in the pelvis and 
again become involved. He has knowledge of 
two additional cases in his hospital that 
required resection of the bowel, one by a 
general surgeon who, despite a frozen section 
diagnosis of endometriosis, elected to do a 
resection of bowel on the basis that the lesion 
Was cancer. 
Diagnosis 

Endometriosis of the sigmoid colon is sim- 
ilar to that found elsewhere. The implants 
usually begin on the serosal surface and later 
involve the muscularis of the bowel. The 
mucosa was not involved in any of the six 
cases reported here. However, in each instance 
an associated intense inflammatory reaction 
was present. 

Constricting endometrial lesions of the sig- 
moid colon are often confused with carci- 
noma, and the patients are subjected to the 
radical resections that are essential in dealing 
with malignancy. Cattell® reported a case of 
obstruction of the rectosigmoid with a_pre- 
operative and operative diagnosis of carci- 
noma. The patient was subjected to a two- 
stage abdominoperineal resection of the recto- 
sigmoid and rectum. The true condition was 
not recognized until the pathologist reported 
endometriosis. 

Hawthorne, Kimbrough and Davis® re- 
ported a case of concomitant endometriosis 
and carcinoma of the rectosigmoid in a 51 
year old white woman. The pathologist re- 
ported a circumscribing carcinoma beneath 
the endometrial invasion of the sigmoid. This 
lesion could easily have been mistaken for an 
endometrial invasion alone if the colon had 
not been resected. These two cases serve to 
illustrate the need of proper diagnosis and 
treatment of this condition. A closer evalua- 
tion of the clinical characteristics and an en- 
dometriosis consciousness is needed. 

Clinical symptoms in patients with sigmoid 
endometriosis vary considerably. These may 
be summarized as follows: 


1. The age range is usually between 25 
and 45 years. 
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2. There is often a progressive acquired 
dysmenorrhea. 

3. Dyspareunia and sterility are present. 

4. Rectal pain caused by passage of stool 
or gas with frequent exacerbations at menstru- 
ation. 

5. Absence of cachexia or loss of weight. 

6. Symptoms of low-grade bowel obstruc- 
tion, such as nausea, cramp-like pains, and 
constipation at menstruation. 

7. The presence of a firm painful mass in 
the lower sigmoid or rectum which can often 
be felt on vaginal and/or rectovaginal exam- 
ination. 

8. Demonstration of a narrow lumen of 
the bowel with an intact mucosa; lesion often 
seen on sigmoidoscopy. 

There seems to be agreement that endo- 
metriosis of the colon and rectum at times 
simulates carcinoma in some respects, and 
may even coexist with it. One of the differ- 
ential points is that endometriomas do not 
ordinarily involve the mucosa of the bowel 
whereas cancer usually begins in such a loca- 
tion. Jenkinson and Brown’ have stated that 
a careful evaluation of the clinical history, 
physical examination and _ roentgenologic 
studies of the colon by means of a barium 
enema have been extremely valuable in ob- 
taining an accurate preoperative diagnosis. 
They have compiled roentgenologic findings 
of constricting endometriosis of the rectosig- 
moid as follows: 

1. A filling defect of approximately 1 to 
7 inches. 

2. A sharp demarcation of the filling de- 
fect similar to carcinoma. 

3. Little evidence of disorders in other 
portions of the colon. 

4. An essentially intact mucous membrane. 


5. Fixation and tenderness to palpation 
during fluoroscopic examination. 


Treatment 


The treatment advocated by most author- 
ities for correction of endometriosis of the 
sigmoid which has caused constriction of the 
bowel lumen is surgical. Some advocate bilat- 
eral oophorectomy, which they feel will be 
followed by atrophy of the bowel lesion. We 
are not in agreement with this, for oophorec- 
tomy removes only the stimulus to further 
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extension of the growth. The obstructive 
lesion still remains. A few advocate x-ray 
therapy which will destroy ovarian function, 
and which they believe will be followed by 
atrophy of the endometrial lesions. We are 
opposed to such treatment in any patient 
with endometriosis, particularly if a micro- 
scopic diagnosis of such a condition is lack- 
ing. We also feel that this type of therapy 
adds additional scarring to an area where 
constriction of the bowel is already present. 
Finally, the possibility of undiagnosed carci- 
noma of the bowel still remains a factor of 
great importance. 


Case Reports 
Case 1. This 38 year old white woman was seen 
initially because of a small mass protruding from her 
rectum. She also gave a history of severe abdominal 
cramps associated with the menses. Physical examina- 
tion revealed a lesion in the sigmoid colon and a left 
adnexal mass. 

A preliminary diagnosis of probable carcinoma of 
the sigmoid and endometriosis of the left ovary was 
made. Exploratory laparotomy was done, at which 
time the left ovary was found to contain a hemor- 
rhagic semicystic mass. A napkin-ring-like firm lesion 
was present in the lower sigmoid colon. A few areas 
of endometriosis were present in the mesosigmoid. 
Resection of the sigmoid with an end-to-end anasto- 
mosis was done. The sigmoid mass did not involve 
the mucosa. It was reported as endometriosis, as was 
the ovarian cyst. 

Case 2. A 37 year old, nulliparous white woman 
gave a history of irregular menses since the menarche 
and rectal bleeding. Pelvic examination revealed the 
uterus to be enlarged to three times normal size. 
Proctoscopy was negative. Laparotomy revealed the 
uterus to be enlarged, fibrotic and fixed posteriorly 
to the sigmoid colon by dense adhesions and endo- 
metrial transplants present on the bladder peritoneum. 
A total abdominal hysterectomy and a right salpingo- 
oophorectomy were done. 

One year later the patient continued to have rectal 
discomfort and lower abdominal pain. A_ second 
laparotomy disclosed endometriosis in the left tube 
and ovary with a large mass in the midsigmoid por- 
tion. Frozen section of this mass was reported as 
endometriosis. A left salpingo-oophorectomy and _pri- 
mary resection of the involved colon was done. 

Case 3. Following a cesarean section in 1945, this 
44 year old white woman developed abdominal pain 
and intermittent rectal bleeding which continued for 
10 years. Periods of diarrhea alternated with constipa- 
tion. Pelvic examination revealed a uterus three times 
normal size. An anterior pelvic mass was discovered 
on proctoscopy. Barium enema revealed an atypical 
redundancy of the ascending colon and inflammation 
at the junction of the redundant descending sigmoid 
colon, 

At laparotomy on March 26, 1953, a firm angular 
mass was discovered at the junction of the transverse 
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and descending colon. Total abdominal hysterectomy 
and a bilateral salpingo-oophorectomy was followed 
by an anterior resection of the left half of the trans- 
verse colon, descending colon, sigmoid colon and upper 
half of the rectum. The pathologist reported endo- 
metriosis of the sigmoid colon (with sclerosing deform- 
ity of the bowel wall), and endometriosis of the fall- 
opian tubes. The patient’s postoperative course was 
uneventful, Follow-up examinations years later re- 
vealed no recurrence of endometriosis. 

Case 4. This 45 year old white woman gave a his- 
tory of severe pre-, peri-, and postmenstrual pain 
which lasted eight or nine days. The pain in the lower 
abdomen radiated to the rectum, was usually more 
severe with cessation of the menses, and had pro- 
gressively worsened during the past year. Pelvic ex- 
amination revealed the fundus to be irregular and 
enlarged two times the usual size. A left ovarian mass 
was palpable in the cul-de-sac. The left tube and 
ovary were fixed. Rectal examination revealed a soft 
mass interpreted to be extrinsic to the rectum. 

Laparotomy revealed a large uterus with multiple 
fibroids and two constricting lesions of the colon re- 
sembling carcinoma. A total abdominal hysterectomy, 
bilateral salpingo-oophorectomy, and primary resection 
of all the involved areas of the colon with end-to-end 
anastomosis of the sigmoid were done. The pathologist 
reported endometriosis of the sigmoid without involve- 
ment of the uterus, tubes or ovaries. 


Case 5. This 35 year old nulliparous white woman 
had a history of painful menses with a heavy flow 
since the menarche. When seen in December, 1954, she 
was complaining of severe abdominal pain diagnosed 
as appendicitis, and an appendectomy was performed. 
At surgery the appendix, an ovarian endometrial cyst 
and several endometrial implants attached to the 
rectosigmoid and cecum were removed. There were 
endometrial implants on the uterus, tubes and ovaries, 
but these were not removed. 


Following operation the patient continued to have 
painful menses with menorrhagia, and in June, 1955, 


FIG. 1 





Endometrial glands in the muscularis of the sigmoid. 
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a panhysterectomy, salpingo-oophorectomy and_resec- 
tion of the involved sigmoid colon with end-to-end 
anastomosis was carried out. The pathologist reported 
endometriosis of the ovary, uterus and sigmoid colon. 
The postoperative course was uneventful. 


en 


The sixth case is that of a 37 year old white 
woman with the history of rectal pain for the pre- 
ceding two or three years. The pain was worse during 
menses and shortly after menses. There was no past 
history of weight loss or melena. She had a laparotomy, 
appendectomy and uterine suspension in 1949, and 


Case 6. 


endometriosis of the ovaries was found. However, 
oophorectomy was not done at that time. The patient 
continued to have symptoms referable to the rectum, 
and a laparotomy was done on October 3, 1951, with 
the preoperative diagnosis of endometriosis versus 
carcinoma of the rectum. 

Examination revealed a firm mass at the junction 
of the rectosigmoid which felt hard and rubbery, and 
involved the rectosigmoid as well as the uterus. It was 
felt that this was probably a carcinoma, and a re- 
section with end-to-end anastomosis and _ bilateral 
oophorectomy was done. Microscopic sections of the 
specimen revealed endometriosis of the colon. Post- 
operative course was uneventful. The patient was 
asymptomatic several vears later. 


Discussion 


We feel that the ideal way of handling this 
condition is by resection of the involved bowel 
with an end-to-end anastomosis. In most in- 
stances, as in the 6 cases reported, we also find 
it necessary to remove the uterus and adnexa. 

A preoperative diagnosis of endometriosis 
of the sigmoid was correctly made in 3 of the 
6 cases reviewed in this report. The 3 others 
were thought to have carcinoma before opera- 
tion and in 2 of these such a diagnosis was 
made at the time of operation. 

Three patients were treated by an incom- 
plete surgical attack initially in an attempt to 
conserve ovarian function alone or that of 
childbearing also. Additional surgery became 
necessary in all 3 within two years, because 
of obstructive bowel disease. It is quite pos- 
sible that such would not have been necessary 
if complete surgery had been performed 
initially. 

It therefore may be possible with a close 
evaluation of the clinical characteristics, care- 
ful roentgenologic studies of the colon by 
means of a barium enema, and by the clini- 
cian being “endometriosis conscious” to make 
a presumptive preoperative diagnosis of en- 
dometriosis of the sigmoid, complicated by 
obstruction. With such a diagnosis the patient 
may be treated by adequate surgery instead of 
radical dissections that are essential in dealing 
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with malignancies. In addition to the many 
aids in diagnosis, we feel that a frozen section 
at the time of operation may be extremely 
beneficial. However, there always lurks the 
possibility, even though remote, of concomi- 
tant endometriosis and carcinoma. This, we 
feel, can only be avoided by doing a primary 
resection of the bowel so that the entire speci- 
men can be examined microscopically. May 
we emphasize, however, that we do not ad- 
vocate resections of the bowel for endometri- 
osis except in the extreme case where definite 
symptoms of obstruction are present, and 
where there seems to be some uncertainty as 
to the nature of this obstruction. The need 
for resection of the involved area of the bowel 
with an end-to-end anastomosis for constrict- 
ing or obstructing lesions of the colon is rare. 
This was only necessary in 6 cases of a total 
of 889 instances of pelvic endometriosis stud- 
ied at Touro Infirmary. When there is ob- 
struction or narrowing of the colon, resection 
of the bowel not only gives assurance of estab- 
lishing an adequate lumen, but also secures 
the entire segment of the involved tissue for 
microscopic examination to rule out malig- 
nancy. Also, by means of careful surgical ex- 
cision and suturing of tissue, the cicatrix is 
removed and pliable tissue is left in its place. 
This is not achieved in other forms of treat- 
ment. These 6 patients were operated upon in 
the era of antibiotics and blood banks, and 
their postoperative courses were uneventful. 
Follow-up studies, varying from one to seven 
years, showed that there has been no recur- 
rence of the lesion and the patients had re- 
mained symptom-free. 


Summary 


1. The incidence of microscopically proven 
external endometriosis from the private prac- 
tice of the senior author (C.G.].) and from 
Touro Infirmary in New Orleans during the 
period 1946 to 1955 is reviewed. 

2. Six cases of constricting endometriosis 
of the sigmoid requiring resection of the 
bowel have been presented. 


> 


3. Bowel resection is advocated in con- 
stricting endometriomas of the sigmoid be- 
cause it not only gives assurance of establish- 
ing an adequate lumen, but provides the en- 
tire segment for microscopic examination to 
rule out the presence of malignancy. 


1. An accurate preoperative diagnosis of a 
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constricting endometrioma of the sigmoid can 

usually be made from the clinical character- 

istics and roentgenological findings as well as 
the clinician being “endometriosis conscious.” 

Constricting endometrioma of the sigmoid 

should always be considered in the differential 

diagnosis of chronic low bowel obstruction 
occurring in women during active menstrual 
life. 
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Discussion (Abstract 


Dr. Andrew A. Marchetti, Washington, D.C. The 
authors from their large experience with external en- 
dometriosis have brought to our attention one of its 
complications which is not too frequently encountered 
in everyday practice. Even among gynecologists who 
are “endometriosis conscious,” constricting endometrial 
lesions of the rectosigmoid requiring resection only 
occurs a littke more than once in two hundred cases 
of external endometriosis. 
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The importance of its recognition and diagnosis is 
projected when one considers that it is most frequently 
confused with carcinoma of the bowel. 

The authors should be commended for enumerating 
the clinical characteristics and symptoms, howevei 
variable they mav be, which should be thought of 
most often in arriving at a diagnosis of constricting 
endometriosis of the sigmoid colon and rectum. In 
order that the age factor may not mislead us, it should 
be pointed out that while this lesion is expected only 
to occur during a woman's menstrual life, carcinoma 
of the sigmoid colon and rectum may afflict her at 
anv age. It is also well that the authors have men- 
tioned the differential points which the roentgenologist 
utilizes to aid us in arriving at a preoperative diag- 
hosIs. 

It appears to me that there should be no disagrec- 
ment with the surgical correction of this complication 
of endometriosis, especially in the presence of symp- 
toms of bowel obstruction. In general, most of us are 
in accord with the current practice of the conserva- 
tive management of endometriosis, particularly in the 
younger woman. However, as the authors implied in 
their discussion of three patients who initially had 
incomplete surgery, I do believe that when extensive 
constricting lesions involve the rectosigmoid,  re- 
section of the bowel with total abdominal hysterec- 
tomy and bilateral salpingo-oophorectomy should be 
done initially. 

Ihe authors’ survey of their experience with sig- 
moidal complications of endometriosis has been far 
more extensive than the discussants. Consequently, 
it has proved valuable to me to have had the dif- 
ferential diagnosis between these endometrial compli- 
cations and carcinoma of the bowel reviewed. I wish 
to thank the authors and the Association for this 
privilege. 
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Sudden Death in Pregnancy Due to 
the Sickle Cell Trait 


JOHN QUINCY ADAMS, M.D.,+ Memphis, Tenn. 


[THE IMPORTANCE OF SICKLE CELL ANEMIA as a 
hazard and threat to life, especially when com- 
plicated by pregnancy, is well recognized. Pa- 
tients with sickle cell anemia are chronically 
ill and usually succumb early in life to some 
simple condition that would be relatively 
innocuous to normal individuals. In general, 
they may be considered as being poor medical 
and surgical risks. Patients with the sickle cell 
trait without anemia, on the other hand, have 
no symptoms or clinical signs related to their 
inherited abnormality. For this reason they 
are not considered to be poor risks and the 
presence of the trait is accepted as only an in- 
cidental finding and of no real significance. 
Switzer and Fouche! found an incidence of 
sickle cell trait of 14.2 per cent among preg- 
nant negro women of South Carolina and 
concluded that it was of no consequence. In 
a recent survey of the Memphis area we found 
the average incidence among pregnant pa- 
tients to be 7.9 per cent. Although the inci- 
dence of complications of pregnancy were not 
increased in patients with the trait as was the 
case among those with sickle cell anemia, the 
presence of the trait is highly significant and 
under certain circumstances can be just as 
hazardous as sickle cell anemia.” 

Sickle cell disease with or without anemia 
is characterized by the presence of varying 
amounts of abnormal hemoglobin, hemo- 
globin S, which under reduced oxygen tension 
crystalizes. Thus the sickling process is the 
crystalization of the abnormal hemoglobin 
with the resultant odd shaped red blood cells. 
The “sickled” cells are of multiple shapes, 
some multipointed, some elongated, and some 


+From the Division of Obstetrics and Gynecology, University 
of Tennessee College of Medicine, and the City of Memphis 
Hospitals, Memphis, Tenn. 

Present address, U. S. Naval Hospital, Newport, R. I. 


curved; but all have the common character- 
istic of being rigid, unyielding, and brittle. 
With sickling, blood viscosity is increased and 
through the interlocking of the rigid, elon- 
gated, spiculate cells “log jams” are produced 
in the smaller vessels leading to stasis, con- 
glutination, thromboses, and vascular oblit- 
eration. This leads to increased anoxia and 
an exaggeration of the process, vasoconstric- 
tion followed by vasodilatation, perivascular 
hemorrhage, and focal hemorrhagic necrosis. 

The hemoglobin S may occur in combina- 
tion with another abnormal hemoglobin such 
as hemoglobin C, D, or E. Such a combination 
might lead to a hemolytic anemia similar to, 
but not as severe as sickle cell anemia.* It is 
generally agreed that sickle cell anemia has a 
greater proportion of hemoglobin S, but it 
should be emphasized that the red blood cells 
of patients with sickle cell trait in combina- 
tion with any of the above abnormal hemo- 
globins or in the heterozygous form are just 
as capable of sickling, if the proper chemical 
conditions leading to the reduction of hemo- 
globin are present. Any situation that reduces 
the oxygen tension to the point of intravascu- 
lar sickling can be fatal. 

Certain factors associated with pregnancy 
favor hypoxia and make unexpected death 
from sickling more likely than in the non- 
pregnant patient. These include the increased 
demands for oxygen by the fetus, and the in- 
creasing blood volume with relative or ab- 
solute anemia. Other factors alluded to pre- 
viously include the absorption of placental 
products into the circulation, as might occur 
with abruptio placenta thus favoring intra- 
vascular coagulation.” In individuals with any 
form of sickle cell disease excessive sedation, 
blood loss, shock, and general anesthesia 
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should not be employed in order to avoid 
hypoxia. 

Bauer,* in 1941, was one of the first to call 
attention to the significance of the presence 
of the sickle cell trait. He reported a 10 year 
old colored girl who died following surgery 
from bilateral cortical necrosis thought to 
have resulted from intravascular coagulation 
from the sickle cell trait. He pointed out the 
serious consequence that could result from the 
sickle cell trait if disregarded and advocated 
routine testing for sickling prior to operation. 
Lash® reported a patient who died in shock 
six hours after a cesarean section for pro- 
longed labor and considered that she had 
sickle cell anemia. Actually her spleen 
weighed 960 grams and did not show pig- 
mentary and fibrotic changes. It is likely that 
this patient had sickle cell trait rather than 
the anemia. 

In their review of autopsy material at the 
Armed Forces Institute of Pathology, Vorder 
Bruegge and Diggs® have found many in- 
stances of sudden, unexplained deaths result- 
ing apparently from the sickle cell trait. A 
number of these were colored soldiers who 
were carried on high altitude flights only to 
collapse and die in shock. Some were soldiers 
who became deeply inebriated and were found 
dead in bed. Conn‘ reported two soldiers who 
developed splenic infarcts as a result of high 
altitude flying. In both instances the diagnosis 
of the sickle cell trait was proved by electro- 
phoresis. Diggs and Jones* reported a 48 year 
old negro woman who developed severe, 
sharp, and cramping pain in her lower abdo- 
men and back after drinking a moderate 
amount of whiskey. The patient was admitted 
to the hospital with severe cramp-like seizures 
and on the day after admission lapsed into a 
deep coma from which she could not be 
aroused. She died on the fifth hospital day 
without regaining consciousness. Autopsy find- 
ings were typical of death due to sickle cell 
trait. The spleen was large and congested. 
There was marked agglomeration of sickled 
cells in the vessels throughout the body. 
Thompson, Wagner, and MacLeod’ reported 
a 20 year old colored man who had con- 
vulsions, coma, and death with typical autopsy 
findings of sickle cell trait. 


Case Report 


M. W., a 23 year old gravida II, para 0, colored 
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woman, was admitted to the Maternity Division of the 
City of Memphis Hospitals on April 6, 1954, in deep 
coma. Her present pregnancy of about six months 
gestation has been uneventful until 36 hours prior to 
admission. At that time she began complaining of 
severe headache and was hospitalized at another hos- 
pital with a diagnosis of severe preeclampsia. After 
admission to the hospital she is reported to have had 
four convulsions. She was treated with very high doses 
of chloral hydrate and after 18 hours transferred to 
the City of Memphis Hospitals. 


At the time of her admission, she was in deep 
coma; the blood pressure was 174/128, pulse 180, and 
temperature 106° (R). The uterine fundus was of a 
pregnant six months size. There was one plus pedal 
edema and no urinary output. She received no addi- 
tional sedation and within one hour the blood pressure 
was down to 124/98. Respirations were very labored, 
oxygen was started by nasal catheter. After another 
hour the blood pressure was 80/60. Vasoconstrictors 
were given in the form of Levophed and ephedrine. 
Four cubic centimeters of Levophed were added to 
1,000 cc. of 5% glucose and given as a slow intravenous 
drip. At first she responded well to this with an eleva- 
tion of the blood pressure to as high as 160/110, but 
after six hours the blood pressure was 90/60 and 
would respond but little. She continued in labored 
respiration, and after twelve hours no blood pressure 
could be obtained. Treatment consisted of fluid 
therapy designed to correct the acidosis and dehydra- 
tion. During the first 24 hours she received a total of 
4,000 cc. of fluid. Oxygen was administered by nasal 
catheter, and stimulants such as Levophed and ephe- 
drine were given both intravenously and intramuscu- 
larly. Death occurred 36 hours after admission, the 
patient never having regained consciousness or show- 
ing any physical response. For the last 20 hours of 
her life she was in profound irreversible shock. 

The clinical impression and working diagnosis was 
cerebral hemorrhage in addition to eclampsia. The 
diagnosis of intravascular sickling was not made until 
the autopsy findings were completed. 


Laboratory Data 


Hematocrit (April 6) 48% 
105 mEq/L. 

14 mEq/L. 

57 mg./100 cc. 
5.6 Gm./100 cc. 
Albumin 3.3 

Globulin 2.5 

39.7% 


Plasma chlorides 
Plasma bicarbonate (CO.,) 
N.P.N. 


Total proteins 


Hematocrit (April 7) 


Autopsy Findings. Autopsy findings in patients with 
sickle cell trait who die suddenly from massive intra- 
vascular sickling have been described in detail pre- 
viously by Adams, Whitacre, and Diggs, Diggs and 
Jones, and Vorder Bruegge and Diggs. Their findings 
are quite similar, the essential features being a greatly 
enlarged spleen literally stuffed with sickled cells and 
frequently showing massive hemorrhagic infarcts. 
There is distention of the heart chambers and in- 
creased fluid in the serous cavities. Some of the smaller 
vessels of the entire body are distended with sickled 
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cells and others are collapsed and empty. Focal ischem- 
ic and hemorrhagic necroses occur in the brain, liver, 
and other viscera. 

An autopsy was done on this patient two hours 
after death. At this time she presented the picture ot 
a well-developed, well-nourished negro woman. There 
was 200 cc. of straw colored fluid in the pericardial 
sac; the heart was slightly enlarged and showed no 
specific abnormality. The right lung weighed 430 Gm. 
and the left 350 Gm., both showing consolidation in 
the lower lobes. 

Ihe spleen was very large weighing 445 Gm., and 
on cut surface had a dark hemorrhagic appearance, 
no splenic pulp being visible. Microscopic examination 
of the spleen showed the splenic architecture to be 
completely destroyed by a massive hemorrhagic infarct. 
[he spleen was packed with sickled red cells. The liver 
weighed 1,880 Gm. The capsule was smooth and the 
cut surface showed numerous pinpoint, brownish pink 
hemorrhages into the parenchyma. Microscopic exam- 
ination revealed extensive focal hemorrhage and focal 
necroses of the liver parenchyma in the periphery of 
the lobule and around the central vein. Many vessels 
were noted to be engorged with sickled cells. 

The right kidney weighed 250 Gm. and the left 300 
Gm. The glomeruli were swollen and the tubules 
dilated. The renal vessels were markedly congested 
and sickled cells were apparent. There was no evidence 
of tubular or glomerular degeneration. 

Ihe brain weighed 1,360 Gm. and grossly appeared 
to be normal. On microscopic examination there were 
agglutinated thrombi and complete engorgement of 
the cerebral vessels with sickled cells (Figs. 1 and 2). 
Che final pathologic diagnoses were: (1) intravascular 
sickling, marked; (2) eclampsia; and (3) broncho- 
pneumonia and pulmonary edema. 


FIG. 1 





Longitudinal section through cerebral vessel showing com- 
plete blockage due to agglutinated sickle cells and resulting 
thrombosis (X 300). 
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Cross section through a cerebral vessel showing engorgement 
and blockage (‘log jam’) due to sickled cells (X 480). 


Summary 


It is interesting to note that this was a pa- 
tient with eclampsia who in all probability 
would have recovered had it not been for the 
massive intravascular sickling. The clinical 
features of this already recognized syndrome 
are well illustrated by this case. The precipi- 
tating factor producing hypoxia is presumed 
to be the generalized convulsions of eclampsia 
upon which was superimposed very heavy 
sedation. This hypoxia is followed by a vaso- 
constriction, and a rise in blood pressure. 
Vasodilatation, vascular collapse, and_ irre- 
versible shock follow rapidly. If the point of 
vascular collapse has been reached, therapy is 
usually of no benefit. Probably the most im- 
portant therapeutic measures to be used when 
this svndrome is recognized are oxygen and 
blood transfusion. Oxygen is best administered 
by a nasal catheter. Compatible whole blood 
negative for sickling should be used to com- 
bat the shock. The question of the use of vaso- 
constrictor drugs is a debatable one. Even 
though this patient received vasoconstrictors 
we believe that these drugs are of little benefit 
and potentially dangerous when used in pa- 
tients with massive intravascular sickling. 
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An Unusual Case of Infectious 


Mononucleosis: 


KARL J. MYERS, M.D., Philippi, W. Va 


INFECTIOUS MONONUCLEOSIS Is a_ self-limited 
disease. The prognosis is good and complica- 
The treatment is sympto- 
the etiology being unknown. 


cations are rare. 
matic, 

The enlarged lymph nodes are quite radio- 
sensitive and diminish rapidly in size with 
exposure to small doses of roentgen rays. 
Most cases of the disease are quite mild. The 
enlargement of lymphatic tissue is usually not 
sufficiently marked to create a problem and 
therefore irradiation finds no place in the 
management of the typical mild case. 

The case presented here, however, belongs 
in a different category. The patient was quite 
ill. ‘The cervical lymph glands were greatly 
enlarged, and there was marked bilateral en- 
largement of the lymph nodes of the axillary 
and inguinal regions and of the retroperito- 
neal nodes. Moderate dyspnea was present. 

A diagnosis of Hodgkin’s disease had been 
made by the physician who referred the 
patient for x-ray therapy. Biopsy of the en- 
larged cervical glands had been done _ pre- 
viously and the pathologist had reported his 
findings as inconclusive, but in view of the 
clinical picture had agreed to a diagnosis of 
Hodgkin's disease. 

Radiation therapy had been refused else- 
where because the patient was believed to be 
in a hopeless condition. 


Case Report 


Mrs. O. M., a 52 vear old, white woman was first 
seen on August 15, 1938, at which time she had been 
ill for 8 weeks. 

Chief complaints were swelling of the nodes of 
neck, axillas and groins, dyspnea, enlargement of the 
abdomen, fever and prostration. 

The illness had begun with a sore throat of mod- 
erate severity and hoarseness. After one or two days 
there was a “head cold” but this quickly subsided. 
The throat continued to be sore and during the next 
2 weeks she began to notice enlargement of the 
cervical, axillary and inguinal nodes. In 3 more 
weeks this was a prominent symptom and, in addi- 
tion, there was beginning to be dyspnea, tiredness and 
abdominal “swelling.” She was in bed most of the 


Treatment by Roentgen Therapy 


time. A biopsy of one of the enlarged cervical nodes 
was reported as inconclusive. Three weeks late 
another biopsy from the same area was likewise re- 
ported as inconclusive but in view of the clinical 
findings the pathologist agreed to a diagnosis of 
Hodgkin's disease. 

Past History. The general health had been good. 
She had had operations as follows: hysterectomy fot 
fibroids (and incidental appendectomy) 1937, tonsil- 
lectomy in 1981 and submucous resection in 1921. 
Otherwise the history was negative. 

Her maximum weight was 157 pounds in 1922 and 
her usual weight was 145 for the past five years. 

Physical Examination. The patient was well de- 
veloped and well nourished, irritable, restless, and 
only fairly cooperative, being reluctant to give details 
of the history. She kept a semi-sitting position in bed 
because of dyspnea. 

There was a small (1.5 cm.) superficial ulcer on 
the uvula and slight congestion of the pharynx. 

In the neck was bilateral anterolateral enlargement 
of the lymph nodes, several being the size of an egg 
or larger, fairly firm and with the skin stretched 
tightly over them. They were not adherent, and ap- 
parently not caseous or confluent. They were larger 
on the left. The supraclavicular nodes were involved. 
The posterior nodes were apparently not involved 
(Fig. 1, A). 

The breasts, heart and lungs were negative. ‘The 
diaphragm was elevated apparently due to the ab- 
dominal distention. The abdomen was protuberant, 
about the size of a full-term pregnancy, with slight 
pitting edema of the lower abdominal wall. There 
was no localized tenderness. Spleen and liver were 


FIG. 1 





A B 


(A) On admission to the hospital on August 15, 1938. 
(B) At the conclusion of radiation therapy, August 25, 1938 
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not palpable. There was slight pitting edema of the 
ankles 

The pelvic examination by a gynecologic consultant 
was not remarkable except for the ascites. 

After 3,000 cc. of ascitic fluid had been removed, 
midline masses the size of two doubled fists could be 
palpated which were believed to be retroperitoneal 
nodes. 

In addition to the cervical nodes, the axillarv and 
inguinal nodes were moderately enlarged, bilaterally, 
and of the same general consistency as those of the 
neck. 

Fluoroscopic examination of the chest presented no 
gross abnormality of the thoracic cage; the dia- 
phragms were high and moved sluggishly, probably 
due to the distention of the abdomen with fluid. 
The aortic contour was not apparently enlarged o1 
thickened. There was no fluoroscopic evidence of 
mediastinal enlargement. 

Laboratory Studies. Urinalysis on August 18 
showed a sp. gr. of 1.020, albumin 1-+-, an occasional 
granular cast and some white cells. On September 
10 there was only a trace of albumin, and all subse 
quent urinalyses were essentially negative. 

On August 13 the blood count was Hgb. 15.5 Gm., 
red cell count of 5.5 million, white count of 32,550 
with a differential of polys. 95°% and lymphs. 5%. 
On August 8 the Hgb. was 12.5 Gm., the red cell 
count 4.6 million, white cell count of 17,600 with a 
differential count of polys. 88°%, lymphs. 8°%, monos. 
2% and atypical lymphs. 2° 

The white count gradually returned to normal 
levels: on September 26 being 9,450 with 29°% pollys., 
65% lymphs. and 6° monos.; on October 3 it was 
6,500 with 36°% polvs. 58% lymphs. and 6°94 monos.; 
it remained at about this level. On June 17, 19453, 
was: Hgb. 14 Gm., R.B.C. 4,500,000, W.B.C. 4,800, 
with 53°% polys., 43°% lymphs., 29% monos., 2°% eos. 

[he blood spread on August 15, 1938, showed 
only a slight change in the red cells, moderate 
polychromatophilia, very slight anisocytosis and 
poikilocytosis. Platelets apparently were normal or 
slightly decreased in number. White cells showed a 
great predominence of neutrophiles which were appar- 
ently 50°, filamented. No small lymphocytes were 
seen; occasional large lymphocytes and perhaps 4% 
of large peculiar monocytic cells were noted. The 
spread from a concentrated leukocytic layer showed 
approximately 259% monocytic cells. These were con- 
siderably larger than the polymorphonuclear cells, 
had either eccentric, round or lobulated nuclei. The 
nuclei showed condensation of chromatin and a small 
amount of vacuolization. The cytoplasm of these 
cells was very basophilic, some cells showing vacuoli- 
zation and many contained azurophilic rods and 
granules. An occasional basophil and _ eosinophil 
were seen. Conclusion: The monocytic cells were 
considered to be typical of infectious mononucleosis. 
The increase in polymorphonuclears was probably 
due to complicating infection. 

The chemical studies showed no_ remarkable 
changes in the N.P.N. or icterus index. The Kahn 
test was negative. Heterophilic antibody test showed 
the following results: on August 15, 1938, the patient 
showed agglutination of sheep cells, 1:128, control, 
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1:8; on August 17, 1:64, control, 1:16; on October 
21, 1:16, control, 1:8; and on June 17, 1943, 1:18, 
control, 1:8. 

Consulting Pathologist’s Comment 
Bishop of Atlanta), was as follows: 


(Everett L. 


“The appearance of the blood on the first two 
examinations would strongly indicate some inflam- 
matory process is going on. In September, 1938, and 
after that the blood picture changed showing a 
lesser number of leukocytes and a higher percentage 
of Ivmphocytes and cells of somewhat undetermined 
character. The percentage of lymphocytes has _ re- 
mained rather high although it may be possible that 
some of these cells which have been classed as 
lymphocytes may be monocytes. This difficulty in 
identification occurs not infrequently in separating 
mononucleosis from other diseases of the lymphatic 
system. There is nothing in the blood picture to 
suggest Hodgkin's disease, for the eosinophils are not 
increased and apparently the transitional cells are 
low. 


“The examination of the concentrated cell smear 
shows, I believe more than the stated 25% of mono- 
cytic cells. The nuclei are so large that it is difficult 
to make out any cytoplasm, although some vacuoliza- 
tion is noted. 


“Examination of the section of the lymph node 
shows obliteration of the normal architecture. In 
some places there is a loose vascular and semigranu- 
lomatous appearance while in other portions there 
is a proliferation of apparently lymph and reticulo- 
epithelial cells. There are scattered mitoses present. 
Also, a few larger cells with large nuclei are seen, 
but no atypical Sternberg-Reed cells are seen. Eosino- 
philic cells are strikingly numerous throughout the 
entire section. There is no necrosis, no tubercles 
are seen, and no evidence of leukocytic activity. On 
the basis of these findings and in the absence of any 
other knowledge of the condition, I believe, a diag 
nosis of Hodgkin’s disease would be justifiable on 
the appearance of the lymph node structure. 

“On the other hand, I believe the antibody test is 
considered diagnostic, and one therefore should con- 
sider this as mononucleosis.” 


Roentgen therapy was instituted, employing 200 K.V. 
(constant potential) with 0.5 mm. Cu. + 1 mm. Al. 
filtration, at 50 cm. distance. HVL 1.11 mm. Cu. 
Each of 4 fields received 100 r daily (measured in 
air without backscatter), treating in rotation the 
neck, axillas, inguinal regions and upper and lower 
abdomen. A total of 600 r was given to each of the 
abdominal fields; 500 r to each groin; 500 r to the 
left neck; 300 r to the right neck; 200 r to each axilla 
and to each supraclavicular region. Each field was 
10 x 10 cm. except that in the supraclavicular regions 
6 x 8 cm. was used. 

Improvement was quite dramatic and the patient 
left the hospital in 9 days (Fig. 1,B). She has re- 
turned at intervals for observation over a period of 
15 years and there has been no evidence of any 
lymphatic tissue involvement during that time. 


Discussion 


This patient was at first believed to have 
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Hodgkin’s disease. The differential diagnosis 
included the finding of the blood picture of 
infectious mononucleosis, the positive hetero- 
phile antibody test, and further studies of 
the biopsy material. Also, to be considered is 
the very rapid and marked response to irradi- 
ation, which would not be expected in 
Hodgkin’s disease. Furthermore, there is the 
fact that there has been no recurrence in the 
period of 15 years since treatment. Of sig- 
nificance is the fact that though the mediasti- 
nal lymph nodes may or may not be involved 
in infectious mononucleosis, they are much 
frequently involved in  Hodgkin’s 
disease. In this case the mediastinal nodes 
showed no enlargement. 


more 


In view of the facts presented in this case 
and a survey of the literature it is believed 
that: 
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1. Infectious mononucleosis should be 
considered in any unusual lymphadenopathy. 

2. Roentgen therapy may be employed to 
cause the rapid subsidence of lymphadenop- 
athy due to infectious mononucleosis. It may 
thus have some place as a diagnostic agent. 

3. The pathologic variation in infectious 
mononucleosis is not marked and the diag- 
nostic criteria are not well established, so that 
too much reliance cannot be placed on the 
histologic study. 

Conclusion 

An unusual case of infectious mononucle- 
osis with very marked lymph node enlarge- 
ment which quickly responded to roentgen 
ray therapy has been presented. 

The Myers Clini 
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Urinary Findings Resulting From 


Nontraumatic Exercise: 


EDWIN P. ALYEA, M.D., and ALEX W. BOONE, M.D.,+ Durham, N. C. 


Albuminuria, cylindruria and hematuria occur after severe exercise. This study considers 
these problems and their significance in terms of renal physiology. 


IT HAS BEEN KNOWN for some time that severe 
exercise brings about certain changes in the 
urine. Protein was first discovered in the 
urine following exercise about fifty years ago. 
A few years later casts and albumin were re- 
ported in the specimens of marathon runners. 
Recently there was a report of similar find- 
ings in the urine of boxers following bouts. 
A renowned national league baseball pitcher 
told us that frequently after a long, hard 
game, he would notice that his urine was very 
dark and certainly appeared to have consider- 
able blood in it. This would clear usually 
within a day. A country doctor also related 
that after riding in a jeep all day over the 
mountain roads of North Carolina he often 
had red blood cells in his urine, sufficient to 
make it smokey in appearance. Hematuria in 
football players is a common occurrence. In 
none of these sports is it possible to study the 
effect on the kidney of exercise alone. Each 
activity combines with the exercise some meas- 
ure of physical renal trauma. The basic ques- 
tion in this study is, “What is the effect of 
exercise alone upon the kidney as shown by 
the urinary constituents?” For this study we 
selected rowing. This sport can in no way 
traumatize the kidney, as respiratory move- 
ment is the only factor affecting the kidney, 
but certainly requires severe, sustained physi- 
cal exercise. 


Experimental Study 


We were fortunate in having the health 
department of Princeton University* cooper- 





*Read before the Section on Urology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C 
November 12-15, 1956. 

_tFrom the Department of Surgery, Urology Division, Duke 
University School of Medicine and Duke Hospital, Durham, 
x. €. 





*We are greatly indebted to Dr. W. H. York, Chairman, 
Department of Health, Princeton University and to Mr. W. 
L. Dennison for the statistical data submitted here. We wish 
to thank them for their friendly cooperation in making this 
report possible. 





ate fully with us in this investigation of the 
urine of their crew members before and after 
races. The statistical data are theirs. 

This work was carried out on college boys 
in excellent physical condition, who had 
passed careful examinations before being al- 
lowed to undertake crew work. A specimen 
from each boy was examined before exercise 
and none was found to have sugar, albumin, 
casts or red blood cells. After exercise none 
showed sugar and there was no significant 
change in the specific gravity. Figure 1 shows 
the percentage of men having albumin, those 
with casts and those with blood in the urine 
following two practice sessions, and then fol- 
lowing intercollegiate races of the four crews, 


FIG. 1 
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—the Varsity, Junior Varsity, 150 pound and 
the Freshman crews. A comparison is made be- 
tween the pre-exercise and postexercise urine 
specimens. In these four crews there were 32 
men, but only 31 are considered in the study. 
One was omitted because of the finding of 
albumin in his urine in a prepractice speci- 
men. After the intercollegiate races, the speci- 
mens of only 16 men were collected. This is 
understandable considering the hurry and the 
contusion and excitement in the boathouse 
following an intercollegiate race. 

The examinations of the urine of these 
men, none of whom had albumin in the 
urine before exercise, showed it to be present 
to a considerable degree after the exercise. 
Of the 31 examined 22 or 71 per cent had 
albumin after the first practice and 18 or 58 
per cent after the second practice session. Of 
these 40 men showing albumin after exercise, 
27 had a trace and 15 had a definite 1 plus 
test. After the races there were 16 examina- 
tions. Thirteen of the 16 or 81 per cent 
showed positive reactions for albumin. Of 
these 13, 4 had a trace, 8 had a 1 plus and 
1 had a 2 plus albuminuria. This shows, as 
one would expect, that after an intercollegiate 
race which brings forth more effort and se- 
vere physical exertion than intrasquad prac- 
tice sessions, the albumin percentages were 
higher and the amount of albumin heavier. 
The more severe the exercise the higher the 
abnormal findings in the urine. 

These specimens were also examined for 
casts. Most of the casts observed were hyaline 
and granular in character. After the first prac- 
tice session, 26 of the 31 men, or 84 per cent 
showed casts; after the second practice 21 ol 
the 31 men or 68 per cent had casts. Of the 
17 specimens having casts, 22 had 2 to 5 casts, 
and 25 had 15 to 16 casts per high powei 
field. After the races 16 specimens were ex- 
amined. All 16 or 100 per cent showed casts. 
Ot the 16, 5 had 2 to 5 casts and 11 had 
6 to 15 casts per high power field. Of the 
3 abnormalities observed, the casts were in 
the highest per cent and again, as with the 
albumin, they were highest after the inter- 
collegiate race. 

Examinations for red blood cells showed in 
31 tests, that 17 or 55 per cent of the men 
had | to 4 red cells, and 16 of these had 
casts associated with them. After the second 
practice, 14 or 45 per cent had 1 to 4 red 
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cells, and 7 of these 14 had casts present also, 
After the races 16 men were examined; 6 or 
10 per cent had | to 4 red cells and all of 
them were associated with casts. 


Discussion 


The surprising findings is the high inci- 
dence of albumin and casts in all of the three 
tests and particularly after the races. The in- 
cidence of blood was less than either albumin 
or casts in all three tests, and only a slight 
difference in the amount after the races, 
When these statistics are compared with those 
following football, it is evident that there is 
far less blood present after nontraumatic ex- 
ercise. This is as one would expect. However, 
there is still sufficient blood, and certainly 
considerable albumin, and many casts to show 
that exercise itself of a nontraumatic char- 
acter will produce sufficient damage to the 
kidneys to present abnormal urinary findings 
which are similar to those seen in acute 
glomerular nephritis. 

It is interesting to see that these urines 
became normal before the next practice or 
race,—at least within a week. Collier! re- 
ported years ago the disappearance of the 
albumin the day following the exercise. Evi- 
dently the damage to the nephron is of short 
duration. 

In the report of Amelar and Solomon? on 
renal damage due to the trauma of boxing, 
the urine examinations showed 60 per cent 
to have albumin, 73 per cent red blood cells 
and 26 per cent casts. After football scrim- 
mage as reported by one of us,* albumin was 
present in from 60 to 80 per cent, casts in 
from 70 to 90 per cent and hematuria in 
from 45 to 70 per cent. Six of the men had 
grossly bloody urine. The number of micro- 
scopic blood cells following football was far 
higher than that in noncontact sport. While 
minimal microscopic hematuria appeared in 
the preceding conditioning exercises of these 
men, the incidence of hematuria increased 
as bodily contact drills became more vigorous. 
Both the gross and microscopic hematuria 
cleared promptly with rest. In the course of 
these findings the activity of the football 
players was not restricted because of micro- 
scopic hematuria. In fact, if such restriction 
had been carried out the entire team would 
eventually have been “benched,” for no player 
failed at some time during the football season 
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to develop microscopic hematuria. 

After the completion of this present inves- 
tigation it was brought to the attention of the 
writer that W. Collier, in 1907, investigated 
the Oxtord crew with reference to the ap- 
pearance of albumin in the urine following 
exercise. He reported that practically every 
member had albumin at some time, and many 
in large quantities. This disappeared by the 
next day, and the quantity of albumin was 
proportional to the amount of work done. 
He concluded that the presence of albumin 
in the urine after severe exercise was not a 
sign of renal disease. A few years later Barach* 
found albumin, from a trace to heavy re- 
action, in everyone of 19 marathon runners 
examined. All 19 also had casts, and 18 of 
the 19 showed red blood cells, 3 of them in 
large amounts. In marathon runners we be- 
lieve that the trauma to the kidney could 
very well account for the high incidence of, 
and significant amounts of the blood in the 
urine. Barach found that albumin was present 
in the largest amounts in those showing the 
greatest fall in blood pressure and those with 
the greatest pulse pressures. Therefore, the 
more serious the disturbance of the general 
circulatory system, the more marked was the 
evidence of damaged renal circulation. Later,® 
he examined 36 baseball players, and found 
that 26 or 73 per cent had albumin and 23 
per cent had casts in the urine after a game. 
Recently, Gardner® reports what he called 
athletic pseudonephritis, suggesting that the 
urinary findings in football players are the 
same as in acute glomerular nephritis. In his 
study at the University of Pennsylvania, he 
found that albumin was present in as high 
as 60 per cent of the men depending on the 
severity of the exercise; casts were as high 
as 70 per cent and red blood cells as high as 
1) per cent. These figures compare very closely 
with those of Boone.* 

Thus, in bodily contact exercises such as 
football or boxing, or any exercise with renal 
trauma such as marathon running or jeep 
riding over rough territory, or horseback rid- 
ing, the factor of actual trauma to the kidney 
is superimposed on the physiologic changes 
due to the exercise alone. These so-called 
renal traumatic exercises naturally increase 
the incidence of blood in the urine. The find- 
ing of albumin in the urine, following exer- 
cise has been accepted and known for a long 
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time, but the presence of casts and red cells 
has not generally been accepted following 
noncontact sports. In fact, it is stated in the 
literature that red cells and casts do not ap- 
pear after exercise alone. Contrary to this 
belief this study suggests that albumin, casts 
and red blood cells do appear in the urine 
alter exercise. Perhaps the severity of the 
exercise in this investigation may account tor 
this variance. 

The actual cause for these urinary findings 
following exercise is unknown. It has been 
proven that there is a marked decline in the 
renal plasma flow and in glomerular filtra- 
tion rate during exercise.” Chapman? and 
others showed that the renal plasma _ flow 
reduction during exercise was progressive for 
about forty minutes, but continuation of the 
exercise for a full two hours did not produce 
further decline. They found that the renal 
plasma flow studied by PAH clearance during 
15 minutes of exercise was reduced 33 per 
cent. A return to within 10 per cent of the 
pre-exercise levels of plasma flow came within 
one hour after the exercise was stopped. Bar- 
clay® reported a drop of 34 per cent in renal 
plasma flow and 44.6 per cent in glomerular 
filtration rate following exercise. He postu- 
lates that the primary change is in the con- 
striction of the afferent arterioles, and that 
following this constriction, the changes in the 
efferent arterioles are made in order to main- 
tain a filtration rate in the face of a falling 
renal blood flow. This also would suggest that 
the body is shunting the blood from the kid- 
neys to the active muscles involved in the 
exercise. White® found similar results in PAH 
and inulin clearance tests. He found both 
the PAH and inulin clearances fell markedly 
and renal vascular resistance increased at least 
fivefold. In their tests these values returned 
to normal in one hour. During these experi- 
ments albumin did not appear in the urine 
until after the exercise was completed. It is 
recognized that the cardiovascular system can 
adjust itself quickly to various levels of work 
and the kidney also participates in the circu- 
latory changes. But if the blood flow is uni- 


formly reduced by vasoconstriction through 
the glomerulus, one would expect the al- 
bumin to appear during the period of greatest 
ischemia, that is, during the exercise rather 
than after the exercise. Since this was not so, 
White suggested the possibility of differential 
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constriction of parallel renal vascular chan- 
nels. Perhaps during exercise some of the 
glomeruli have no blood flow or have the 
capillary pressure too low to permit filtration. 
Failure of the proteins to appear at this time 
would be so explained. Then when the flow 
and filtration are re-established after exercise 
the albumin appears in the filtrate of these 
damaged glomeruli. 

This seems to indicate that under great 
stress or heavy exercise many glomeruli cease 
to function. This selective vasoconstriction 
affecting certain nephrons is pure hypothesis. 
It might be proven if it could be shown that 
the glucose tubular maximum capacity is re- 
duced during exercise. If the glucose tubular 
maximum capacity dropped during exercise, 
then some of the glomeruli must be non- 
functioning. But if it remains the same then 
none have ceased to function and this theory 
would not be true. This experimentation 
has never been carried out probably because 
of technical difficulties. The renal vascular 
beds definitely constrict in response to nor- 
mal stimuli of exercise, and the amount of 
constriction is proportionate to the severity 
of the exercise. In some cases the renal blood 
flow is reduced from 1,000 cc. or more per 
minute at rest to 200 cc. during exercise. 
This contributes perhaps 800 cc. or more per 
minute of extra blood to the active muscular 
regions where it is most needed. This vaso- 
constriction during light or moderate exer- 
cise is probably due to specific nerve impulses 
only. ‘The constricting action of epinephrine 
on the renal vessels is added only when the 
exercise becomes more severe. It would be 
most interesting to determine catechols in 
the urine to see if norepinephrine may be 
the cause for the vasoconstriction. 

Homer Smith? quoting many authors states 
that exercises, such as simply standing or 
walking has very little effect if any on blood 
plasma flow or filtration rate, but that mod- 
erate or severe exercise causes: (1) anti- 
diuresis, thought to be due probably to de- 
creased filtration rate; (2) diminution in the 
renal blood flow, often as much as 50 per 
cent; (3) a diminution in the glomerular 
filtration rate of 45 to 50 per cent; (4) a 
drop of chloride and sodium excretions with 
sodium retention; and (5) an hypoxia which 
may affect tubular epithelium, the renal cir- 
culation, secretion of epinephrine and anti- 
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diuretic hormones. He further states that al- 
bumin in the urine after exercise is inter- 
preted as indicating generalized vascular con- 
striction, and that at the maximum levels a 
large number of glomeruli cease to function. 
The ischemia which results causes the begin- 
ning leak of albumin. Smith and Robinson! 
also report that changes in the renal function 
may be dependent upon the condition of ex- 
ercise or upon the environment. Changes are 
lower in cool than in the hot weather, the 
plasma flow dropping 22 per cent in cool 
weather and 31 per cent in hot environment.!” 
Exercise during an environment combination 
of heat and dehydration caused a 56 per cent 
drop in the blood plasma flow. Emotional 
stress and excitement may also cause a drop 
in renal plasma flow." 


Summary 


A study is presented of renal damage as 
shown by the urinary findings of men fol- 
lowing severe exercise in which there was no 
added physical trauma to the kidney. Rowing 
was selected as being in this category. Follow- 
ing crew races, albumin, casts and red blood 
cells appeared in the urine of a high per 
cent of these men. Hypotheses for the pres- 
ence of albumin in the urine after exercise 
is reviewed. No other explanation for the 
appearance of the casts and red blood cells 
in the urine is suggested, but it is believed 
to be on a similar basis. These are the same 
findings as in acute glomerular nephritis and 
probably are due to a similar injury. 
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Discussion (Abstract) 

Dr. Saul Boyarsky, New York, N. Y. In discussing 
this paper, I will review certain physiologic concepts 
which are basic to the problem and then ask Dr. 
Alvea two questions of practical importance. 

We certainly owe Drs. Alyea and Boone thanks for 
calling our attention to an important and very in- 
teresting subject. 

By dint of clever experimental design they have 
separated the effect of exercise upon the kidney from 
that of trauma. In so doing they have firmly estab- 
lished the fact that exercise alone causes proteinuria, 
cylindruria and hematuria, a point which has often 
been overlooked in the past. 


Let us turn for a moment to the physiology of 
exercise which forms a backdrop for the renal changes 
studied by Dr. Alyea. As the organism becomes more 
and more active in exercise, blood is evacuated from 
the skin, splanchnic area and organs and kidneys, 
to join the main circulation. There is a marked rise 
in cardiac output and dilatation of the vessels of the 
skeletal muscles. Blood is shunted away from the 
organs concerned with absorption, metabolism and 
homeostasis toward the heart, lungs and muscles. 
These changes are potentiated by the secretion of the 
adrenal medulla. 

In the kidney, measurements of blood flow during 
exercise have shown that there is an actual drop of 
30 to 80 per cent below the resting level, the exact 
percentage being proportional to the severity of 
exercise. 

Why do these changes occur? The renal circulation 
is sacrificed to the immediate needs of those parts 
of the body concerned with fight or flight. How 
severe are these changes? Compare them with the 
magnitude of a similar change seen in circulatory 
shock. Renal function in traumatic shock was studied 
during World War II by Lauson, Cournand and 
Bradley. They observed there was a reduction in 
renal blood flow which was proportionate to the 
reduction in cardiac output and mean blood pressure. 
Selecting from their data that group of patients with 
a mean blood pressure of 50 mm. mercury or less, I 
found that almost half of these patients showed a 
reduction in renal blood flow of 30 to 80 per cent. 
The remainder showed a more profound reduction. 


You will recognize that these are the same figures 
quoted before to be reduction in plasma flow in 
exercising athletes. In the dog, a 90 per cent reduction 
in renal blood flow is the critical level below which 
acute renal failure can be expected to appear if the 
reduction persists. So, it is evident that the degree 
of vascular diversion from the kidney during a crew 
race approaches that seen in traumatic shock. Though 
the duration and the prognosis of the ischemia is 
quite different, we are left to wonder what would 
happen to an encapsulated focus of infection or a 
latent glomerulonephritis should an ischemic episode 
of this magnitude withdraw the body’s defenses. 


How does this diversion of blood from the kidney 
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effect its function? As you will recall, all the blood 
coming to a nephron passes through the glomerulus 
first, where 20 per cent of its volume is separated 
as an ultrafiltrate to form the tubular urine. The 
blood then passes to the peritubular capillary where 
the bulk of the tubular urine is reabsorbed with 
some modification in composition. The glomerulus 
and tubule are in series; there is a delicate functional 
balance between the two. Moderate reductions in the 
renal blood flow do not upset this glomerulotubular 
balance because of compensatory vasoconstriction of 
the efferent glomerular capillary. During severe renal 
ischemia, the tubules do become unsaturated in respect 
to the load received from the glomerulus since the 
filtration rate has fallen to low levels. Tubular re- 
absorption becomes excessive. Urine flow diminishes 
greatly and the urine becomes overly concentrated. 
In addition, hypoxic damage to the nephron may 
occur as the blood is shunted away from the kidney 
in greater amounts. Urine formation continued in 
those patients in shock even with a 5 per cent renal 
blood flow. It does not cease until renal blood flow 
ceases. 

Normally, a small amount of protein escapes 
through the glomerular membrane and the major 
portion of that is reabsorbed in the proximal tubule. 
In the absence of alteration of the plasma proteins, 
clinical proteinuria is evidence of a leak in the 
glomerular filter not compensated by tubular re- 
absorption. Cylindruria is evidence of inspissation of 
protein in the tubule due to diminished urinary 
volume or complete stagnation. Similarly, hematuria 
of a clinical level is evidence of leakage of formed 
elements through the glomerular membrane. Only a 
small number of erythrocytes can be found in normal 
urine. The physiologic significance of these urinary 
changes and the known principles of the physiology 
of exercise, form an ample basis for Dr. Alyea’s 
conclusion that renal damage does occur during a 
crew race. 

Now, the question raises itself: Are we seeing evi- 
dence of minute foci of renal destruction which is 
lost to notice because of the normally large renal re- 
serve? Or is this damage on a cellular level and 
readily reversible? 

It would be interesting to survey health records 
of athletes to see if they have a higher incidence of 
renal disease than sedentary workers. Autopsies on 
people dying after severe exercise might be scrutinized 
for evidence of renal lesions. The morphologic picture 
of the kidney after ischemic injury is a focal, necrotic 
lesion, located in any portion of any tubule, as if 
by chance. It has been well described by Oliver and 
named tubulorrhexis. It shows a disruption of the 
basement membrane and tubular cell so that there 
is a gaping hole which could serve for backflow of 
urine or as a tubulo-venous anastomosis. It would be 
interesting to know if the degree of exercise which 
causes hematuria, proteinuria and cylindruria actually 
causes tubulorrhexis. This could be studied by the 
use of renal needle biopsy after severe exercise, in 
the experimental animal. 


The nature of the proteins excreted during exercise 
may shed light on the size of the glomerular pore 
allowing its passage, whether it is normal membrane 
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or anoxic rupture. This could be done by the newer 
methods of paper electrophoresis. Glomerular inter- 
mittency is a problem of great theoretical importance 
in renal physiology. 


the constancy of the glucose tubular maximum for 
the reabsorption of glucose points to the conclusion 
that all of the nephrons in health function and no 
changes in urine formation can be ascribed to a 
depletion in the number of functioning nephrons. It 
has been suggested from postmortem studies that 
there may be exceptions to this in man, as there are 
in the lower animals. The occurrence of the peak of 
exercise proteinuria after cessation of exercise instead 
of during exercise has been interpreted as evidence for 
glomerular intermittency by White. The reasoning 
is that it is the totally ischemic nephrons which leak 
protein on their resumption of function. We cannot 
completely eliminate dead space errors and I concur 
with Dr. Alyea that it remains for study of the glu- 
cose tubular maximum during exercise to clarify this 
point 

\ more benign clinical syndrome which shows a 
striking parallel to exercise in its effect on the kidney 
is orthostatic albuminuria. Studies of these patients 
have shown a fall in renal plasma flow with the 
appearance of proteinuria. Some of these patients show 
evlindruria and hematuria. Here the interference in 
renal blood flow is a mechanical one due to the 
erect or lordotic posture. 

In closing, I would like to ask Dr. Alyea two ques- 


tions regarding the clinical implications of his work. 
First, in regard to the limitation of exercise in 
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renal disease: There is no question in our minds re- 
garding the danger of exercise after renal trauma or 
in acute nephritis. But, few of the textbooks make 
any mention of limitation of exercise in chronic renal 
disease except possibly as a general hygienic measure. 
Do vou think we should recommend more stringent 
limitation of exercise and athletics in patients with 
impaired function, parenchymal disease, or with de- 
structive lesions in chronic renal disease? 

Second question: At present our clinical tests are 
not sensitive enough to measure early losses of renal 
reserve. Do vou think it would be worthwhile to 
explore the response of the kidney to a standard ex- 
ercise stress with Addis counts and quantitative urinary 
protein determinations to see if the abnormal kidney 
and normal kidney can be separated earlier by this 
means than by our present tests of renal function? 


Dr, Alyca (Closing). Dr. Boyarsky has asked two 
very pertinent questions. As to the second question, 
I am not sure such a test would be of sufficient ac- 
curacy to permit us to give a definite answer, because 
the actual amount of effort or exercise put forth in a 
short race or mild exercise is quite variable. I would 
think it would be most difficult to evaluate. As to 
the first question, [ think certainly we should hesitate 
to recommend routine severe physical exercise in any 
form to individuals who have evidence of damaged 
kidneys, as shown by renal function tests. It sounds 


to me like adding insult to injury, since these studies 
have definitely shown that at least temporarily there 
is injury to the kidney. This is a subject we hope to 
cover shortly in another publication. 
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The Treponemal Tests for Syphilis: 


WARFIELD GARSON, M.D.,¢ Chapel Hill, N.C. 


Increasing knowledge of the humoral antibodies against T. pallidum has 
led to a number of new diagnostic tests for syphilis. The author has 
reviewed and compared these as to availability, technic, results and cost. 


THE NEWER TREPONEMAL Tests for syphilis are 
still in various stages of laboratory and clin- 
ical evaluation. Until the completion of the 
current National Serologic Evaluation Re- 
search Assembly (SERA) under the sponsor- 
ship of the author serologists and the Venereal 
Disease Program of the U. S. Public Health 
Service, we will not have an adequate com- 
parative picture of the specificity, sensitivity 
and special usefulness and limitations of these 
various tests. We do have, however, a grow- 
ing literature concerning such test procedures 
and attempts to evaluate them on a limited 
individual and group basis, since 1949 when 
the Treponema Pallidum 
test? was first described. 


Immobilization 


As we consider the practical applications 
of the present test procedures in measuring 
various relatively specific circulating anti- 
bodies produced by syphilitic infection, we 
must acknowledge the debt owed by our cur- 
rent workers to the great pioneers of the past. 
Not only to Bordet and Gengou* for their 
discovery of the phenomenon of complement 
fixation and Wassermann, Neisser, and 
Bruck’st application of the phenomenon to 
serologic studies of syphilis, but also to 
Michaelis” description of the flocculation test 
for syphilis, Kolmer® and Touraine’s? demon- 
stration of T. pallidum agglutination, Nogu- 
chi’s and others*° work with T. pallidum as 
an antigen in complement fixation tests. Time 
prevents us from a review of the wonderful 
and exciting contributions of the past. 

The tests which we will consider today are 
the Treponema Pallidum Immobilization 
(T.P.1.), Treponema Pallidum Agglutination 
(T.P.A.), Treponema Pallidum Immune Ad- 


*Read before the Section on Public Health, Southern Med- 
ical Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

+From the Venereal Disease Experimental Laboratory, U. S. 
Public Health Service, and the Department of Experimental 
Medicine, School of Public Health, University of North Caro- 
lina, Chapel Hill, N. C. 


herence (T.P.L.A.), Treponema Pallidum 
Methylene Blue (T.P.M.B.) and Treponema 
Pallidum Complement Fixation (T.PC.F.) 
(Table 1). 


Description and Comparison of Tests 


For the purposes of discussion, these tests 
are arbitrarily divided into those using as 
antigen whole-body virulent T. pallidum, or 
a prepared chemical fraction derived from 
virulent T. pallidum. The tormer are further 
subdivided into those using living or dead 
T. pallidum. 


It must be apparent from the foregoing 
discussion that in an area such as this where 
definitive evaluations are lacking, and where 
we find a mass of technical detail, there is 
usually need for oversimplilication to cover 
all of these test procedures and to compare 
them. 

Oversimplification is dangerous and can 
lead us upon pathways filled with pitfalls anti- 
thetical to fact and truth. Fully realizing this 
danger, but mindful of the limit of time to 
consider and compare these various test pro- 
cedures, the following oversimplified slides 
are presented for your consideration. It is 


TABLE 1 


CURRENT TREPONEMAL TESTS FOR SYPHILIS 








I. Those tests using whole-body virulent Treponema pal- 


lidum (Nichols strain) as antigen, 


\. Those using viable organisms. 
(1) Treponema Pallidum Immobilization (T.P.1.) 
(2) Treponema Pallidum Methylene Blue 
(T.P.M.B.) 


B. Those using, or usually using, nonviable organisms. 
(1) Treponema Pallidum Agglutination (T.P.A.) 
(2) Treponema Pallidum Immune Adherence 
(T.P.1.A.) 
Il. Those tests using a chemical fraction derived from whole- 
body virulent Treponema pallidum (Nichols strain) as 
antigen. 


A. Treponema Pallidum Complement Fixation 
(T.P.C.F.) 
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TABLE 2 
CURRENT TREPONEMAL TESTS* 
ree 7. & ee ae A T.P. M. B. T.F. C.F. 
Antigen Viable virulent 1. Heat killed Usually nonviable As for T. P. I. Chemical fraction 
T. p. virulent T. p. virulent T. p. from virulent T. p 
2. Heat killed (from irradiated 
virulent T. p. rabbits) 
(from cortisone- 
treated rabbits) 
Antibody Patient serum 1. Patient serum Patient serum As for T. P. I. Patient serum or 
or spinal fluid (inactivated) (inactivated, and spinal Leowee 
inactivated) 2. ” and adsorbed usually adsorbed (inactivated) 
with reagin with V.D.R.L. 
antigen floccules) 
Complement +- . be 
9 et 
Other None 1. Heated steer R.B.C. Methylene Sheep R. B.C. 
Components serum blue Hemolysin 
(conglutinin) Reading standard 
2. EDTA 
Controls Known and — Known and Known + As for T. P. I. Known + and — 
serum reaction serum serums 
Sheep cells and serum Number of T. p. Antigen = 
hemolysin to Agglutination Cell fragility 
test for resid- Antibody in Hemolytic system 
ual complement rabbit 
Antigen and 
complement 
Result T. p. nonmotile Tr. p. clumped T. Pp. not T. p. not No hemolysis = 
= + =-+ present =+ stained =+ 
Tr. p. motile =— T. p. not T. Pp. present T. p. stained Hemolysis =— 
clumped =— =— =-— 
Reactivity Insensitive in Reacts with reagin Results agree As for T. P. I. Highly sensitive 
early 5 as well as more closely with (T.PLFI.> T.P 1) 
Sensitivity agglutinin T. P. I. than Highly specific 
< 5. F. &. High sensitivity S. T. S. (T.P.C.F. ~ T.P.1.) 
Highly specific Specificity <T.P.I. 
Reproducibility Fair Poor to Fair oe ee eS As for T. P.T. Good 
7 FP. C3 
Antigen . _ + — + 
standardized 
Commercial — + ai ip 
antigen 
available 
Performance Complex Easy Easy As for T. P. I. As for standard 
equipment and equipment and complement 
difficulty technic fixation 
rime to do 18-24 hrs. 1. 2-23 hrs. 1-18 hrs. As for T. P. I. 18 hrs. 
test 2. 18 hrs. 
Cost $30.00 (?) As for T. P. I. $5.00 
= positive; — = negative 


hoped that in spite of the admitted deficien- 
cies, this material will allow for better under- 
standing of each test procedure, and will, 
more importantly, allow for better synthesis 
and understanding of the corelationships ex- 
isting between these treponemal tests (Table 


2) 


The column on the left is a list of com- 
ponents or characteristics of the tests, while 
across the top is arrayed each test procedure. 
By reading downward under any test heading 
we can note the components, controls and 


method of determining the test result. By 
reading across under any category in the 
column on the left we can compare the vari- 
ous treponemal tests in that regard. 


1. Antigen. As most of you are more 


familiar with the TPI test, we will make it 
our frame of reference. The antigen utilized 
in the TPI test consists of viable virulent 
Treponema pallidum, Nichols strain, derived 
by the passage of this strain in rabbits. As we 
do not know how to cultivate virulent T. 
pallidum under artificial conditions in the 
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laboratory, all of the tests listed derive their 
antigen initially from rabbit syphilomas. Sub- 
sequent to intratesticular inoculation with 
virulent treponemes, rabbits preferably housed 
in air-conditioned quarters, are allowed to 
incubate their infection until a firm orchitis 
is developed. This usually varies between 
eight and twelve days. Care must be taken 
in examining these lesions, since harvesting 
too early would not allow for sufficient num- 
bers of treponemes, while harvesting too late, 
which yields sufficient treponemes, is liable 
to be complicated by the presence of anti- 
bodies developed against the treponemes by 
the rabbit. These antibodies will interfere 
with the TPI test. 

The injection of rabbits with cortisone for 
the TPA test and irradiation of rabbits for 
the TPIA test are used for the purpose of re- 
ducing the capacity of the animal to produce 
such antibodies against the infecting tre- 
ponemes. An added advantage of cortisone 
treatment is reputed to be the production of 
large lesions containing many treponemes. 

At the proper moment the animals are sacri- 
ficed and the testes are removed surgically, 
sliced under sterile conditions, and placed in 
a complex extraction medium. This medium 
is in a light-reducing flask which is placed on 
a shaking arm in a water bath and, under 
slow rocking motion, the treponemes are al- 
lowed to pass from the testicular tissue into 
the extraction medium. Prior to undergoing 
this period of extraction the air in these flasks 
is evacuated and replaced by a 95 per cent 
nitrogen, 5 per cent carbon dioxide mixture. 
After a period of extraction under these cir- 
cumstances, the extraction medium contain- 
ing the treponemes is decanted and centri- 
fuged to throw down the tissue particles but 
to leave the treponemes suspended in the 
supernatant. After decanting and making tre- 
poneme counts by darkfield microscopy to 
determine that a sufficient concentration of 
organisms is present, the antigen is then ready 
for use in the actual test procedure. 

The general procedure described thus far is 
essentially identical for the TPMB test. For 
both of the TPA tests, the TPIA test, and the 
TPCF test, since it is not necessary to keep 
the organisms alive, the steps described sub- 
sequent to the elution of treponemes from 
the rabbit testes are, of course, not necessary. 
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Furthermore, the complex survival medium 
used in the TPI test is not needed. 

At this point it is only fair to point out 
that since the original description of the TPI 
test, there have been many modifications in- 
troduced in the performance of this test. And, 
in fact, there are probably not two laborator- 
ies in the world running this test exactly alike. 
To pursue this point further, in this country 
there are at least two major different modi- 
fications of the TPIA test, and as indicated 
there are two quite distinctly different tech- 
nics for the TPA test. The TPMB test is done 
presumably by a single technic. However, be- 
cause it is a modification of the TPI test in 
relation to the identification and enumeration 
of treponemes for the test result, it basically 
could be applied to any of the TPI technics. 
The TPCF test on the other hand is distinc- 
tive in that it is done in only one fashion as 
described carefully by Portnoy and Magnu- 
son.!!12 ‘The antigen for this procedure, rather 
than using intact organisms, is derived by 
desoxycholate extraction of virulent T. pal- 
lidum and hence is a chemical fraction of the 
organism; this permits careful standardization 
of antigen prior to its use in the test pro- 
cedure. 

2. Antibody. The antibody to be meas- 
ured in all of these treponemal tests is, of 
course, derived from the patient. Heat inacti- 
vated blood serum is utilized in all instances. 
The testing of spinal fluids has been accom- 
plished in TPI and TPCF procedures, and 
presumably the TPMB test also should react 
satisfactorily with spinal fluid. In one of the 
two modifications for performing the TPIA 
test in this country, reagin from the patient’s 
serum is absorbed with a suspension of lipid 
antigen commonly used in conventional ser- 
ologic tests for syphilis. This absorption is 
done prior to testing to reduce the likelihood 
of obtaining treponemal agglutination due to 
reagin. 

3. Complement. Complement is a neces- 
sary component in all of the test procedures 
with the exception of the TPA test as de- 
scribed by the Johns Hopkins authors, and is 
generally used in the form of guinea pig 
serum. 


4. Other Components. Concerning other 


components necessary in the direct test pro- 
cedure, it will be noted that none are required 
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for the IPI test. For the two differing TPA 
technics there is an important difference in 
the diluting agents used. In the test proposed 
by McLeod,'* heated steer serum is utilized 
and appears to enhance the specific agglutina- 
tion of the treponemes. It is believed that this 
favorable effect of steer serum is related to 
the presence of conglutinin. It is important to 
point out in this respect that different steer 
sera vary In their content of conglutinin and 
natural antibodies which can agglutinate 7. 
pallidum. It is necessary, therefore, to titrate 
various lots of steer serum to determine the 
dilutions which will not agglutinate the or- 
ganisms and yet be sufficiently concentrated 
to retain significant conglutinin activity. The 
use of EDTA by Hardy and his colleagues" 
has a very different and unusually interesting 
function and significance. In the early experi- 
ments it was found that approximately 35 per 
cent of normal sera produced agglutination 
of the pathogenic organisms. The small ad- 
dition of EDTA (ethylene-diamine-tetra- 
acetate) which is a powerful chelating agent, 
occasionally known as Versene, obviated such 
difficulties insofar as the agglutination of T. 
pallidum by normal sera. It is presumed that 
EDTA binds and removes divalent or multi- 
valent cations from the reaction mixture. 

The ITPLA test requires the presence of red 
blood cells. This test is an application of the 
general immune-adherence phenomenon de- 
scribed by Nelson.’*'® in which an immu- 
nologically specific reaction takes place be- 
tween microorganisms sensitized with specific 
antibody allowing for the union of these sen- 
sitized with erythrocytes, and 
leading to an enhancement of phagocytosis. 
The test does not concern itself with phago- 
cytosis, but instead utilizes the first portion 
of the complete phenomenon, namely the 
union, of treponemes and red cells allowing 
for the apparent disappearance of the sensi- 
tized organisms. A 50 per cent suspension of 
washed human red cells is usually utilized in 
the test procedure. Whether this reaction is 
one that can be differentiated from the Rieck- 
enberg phenomenon, or whether fundament- 
ally it is simply a particular case of the gen- 
eral phenomenon of adhesion of the Riecken- 
berg type, as suggested by Lamanna and Hol- 
lander,!7 remains to be resolved by further 
research. 


organisms 


The TPMB test necessitates the use of 
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methylene blue and, in general, may be con- 
sidered a modification of the TPI test. Rose- 
nau and her colleagues!’ at the Walter Reed 
Army Institute of Research have applied 
Sabin and Feldman’s work on the develop- 
ment of a serodiagnostic test for toxoplasmosis 
to treponemal testing. The toxoplasmosis test 
is based upon the observation that Toxoplas- 
ma gondii, which is normally stained by 
methylene blue, loses its affinity for the dye 
when incubated with homologous antiserum 
and a thermolabile factor in normal serum. 
Rosenau and associates have demonstrated 
that virulent T. pallidum becomes similarly 
resistant to methylene blue when incubated 
with syphilitic serum and complement. They 
have further explored the possible applica- 
tions of this reaction in the diagnosis of syph- 
ilis utilizing the basic TPI technic. 

The TPCF test, as it is a complement fixa- 
tion reaction, requires the use of the routine 
“signal” or “indicator” system to confirm or 
deny the fixation of complement,—hence, the 
need for sheep red blood cells and hemolysin. 
The reading standards permit an objective 
appraisal of the test results. 

5. Controls. Concerning controls it is suf- 
ficient to point out that all of the current 
treponemal tests employ a known syphilitic 
reacting serum and a nonreacting or normal 
serum, with the exception of the TPIA which 
employs only a known syphilitic reacting 
serum. The various other items listed are con- 
trols peculiar to the particular test in order 
that one may know that the various com- 
ponents of the test are functioning properly, 
and that we then may accept the test result 
with confidence. 

6. Result. The items listed as “result” 
should perhaps more properly be considered 
the observations which allow one to conclude 
whether the test is reactive or nonreactive. 
Under TPI the observation to be made is 
whether T. pallidum when examined by dark- 
field microscopy is nonmotile or motile. Upon 
first glance this would seem to be a very 
simple clear-cut observation, made without 
much hesitation. This actually is far from the 
fact unless one is dealing with a “test run” 
which shows excellent motility in those con- 
trol mixtures where such motility should 
ideally occur. From time to time poor sur- 
vivals, as indicated by sluggish motile trep- 
onemes, and/or low percentage motility in 
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the above mentioned control mixtures make 
the determination of immobilization most 
difficult and may, in fact, produce an entirely 
invalid test run. 

In evaluating the end result, not less than 
95 nor usually more than 50 organisms are 
counted by darkfield microscopy and are 
studied as to their motility or nonmotility in 
the test and control mixtures. Assuming that 
the other controls then indicate reliability ol 
the test system, the percentage of immobiliza- 
tion is compared and a decision is made as 
to whether immobilizing antibody is present 
in the patient's serum or not. The TPI test 
mav be carried out either qualitatively or 
quantitatively. In the qualitative test the re- 
sults are generally interpreted in many labor- 
atories as positive if motility determinations 
reveal a difference of more than 50 per cent 
between the tubes containing active and in- 
active complement; as doubtful if the difler- 
ence is between 50 per cent and 20 per cent: 
and negative if the difference is less than 20 
per cent. Inconclusive findings are reported 
when low survival is noted in the individual 
control tube for that patient’s serum. 

The observation upon which the TP.\ re- 
sults depend is whether treponemes are ag- 
glutinated or not. The determination ol 
whether the organisms are clumped together 
or whether they remain dispersed is made by 
darkfield microscopy. Again the differentia- 
tion between a strongly positive reacting 
serum and a normal serum is not dilficult. 
However, the difficulty comes, as it does with 
all agglutination tests, with the weakly re- 
active serum and the decision as to whether 
the clumping of a few organisms, occasionally 
observed, is specifically related to the presence 
of agglutinating antibody in the test speci- 
men. Furthermore, in the McLeod test a 
highly reactive serum causes such tight clump- 
ing of the organisms that the positive test is 
read more on the basis of the apparent dis- 
appearance of the organisms as opposed to 
the normal dispersion of organisms as found 
in the negative control. 

The observation we are interested in for 
our result in the TPIA test is whether union 
has been established between erythrocytes and 
T. pallidum or not. This is determined after 
the final centrifugation of the test specimen 
by transferring some of the supernatant to a 
slide and observing with the darkfield micro- 
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scope the number of treponemes found in 
twenty fields, using the high power dry ob- 
jective. The percentage of organisms specil- 
ically removed by antibody and red blood 
cells is then calculated as follows: The num- 
ber of treponemes counted in twenty fields in 
the control, which detects the sensitization of 
organisms due to the presence of antibody in 
the rabbit from which the treponemes were 
derived, minus the number of treponemes in 
the fluid phase of the test sample, divided by 
the number of treponemes in the twenty fields 
in the above mentioned control. The interpre- 
tation of the test is predicated upon the fol- 
lowing: 

0-25°, specific disappearance—nonreactor 

26-50% specific disappearance—inconclusive 

51-75%, specific disappearance—weak reactor 

76-100°% specific disappearance—reactor 

The observation made with the TPMB test 
is whether T. pallidum is stained by methy- 
lene blue or not. At the time in the TPI test 
when one is ready to prepare slides to make 
treponeme counts and observations as to im- 
mobilization or motility of the organisms, an 
equal volume of methylene blue solution is 
added to the treponeme solution on the slide, 
a cover slip applied, and the mixture allowed 
to stand for fifteen minutes at room tempera- 
ture. The frequency of stained organisms in 
the test and control mixtures is then de- 
termined by darkfield microscopic examina- 
tion of fifty treponemes. The method adopted 
in calculating percentage of specifically dye 
resistant treponemes corresponds with that 
used in determining the percentage of specil- 
ically immobilized organisms. It has been re- 
ported that personnel familiar with the dye 
and immobilization tests found the differ- 
entiation between stained and unstained or- 
ganisms simpler than the decision regarding 
motility which is frequently complicated by 
sluggish or intermittently motile treponemes. 
The authors report good agreement between 
the TPI and TPMB test results on specimens 
representing various stages of syphilis, diseases 
other than syphilis, and on healthy individ- 
uals. It is assumed that the responsible factor 
in syphilitic serum for the TPMB test result 
is associated, if not identical, with the trep- 
onemal immobilizing antibody. 


The decision as to whether specific trep- 


onemal complement fixing antibody is present 
in the patient’s serum or not is determined 
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by whether there is or is not hemolysis pres- 
ent in the secondary or “signal” system, a 
system common in all complement fixation 
tests. If there is no hemolysis it indicates that 
complement has been fixed by the primary 
system of antigen and specific antibody in the 
patient’s serum, hence, it is not available to 
produce the hemolysis of red blood cells in the 
secondary test system. Under such circum- 
stances the test result would be positive. 
Whereas, if hemolysis is observed complement 
has not been fixed by the primary system, 
and since we know that antigen and comple- 
ment are available in the primary system, 
we must assume that antibody is not present, 
thus making complement available to the sec- 
ondary system for the lysis of the sheep red 
blood cells. Hence, if there is hemolysis, the 
patient’s serum did not contain the specific 
antibody, and the test is read as negative. It 
should be pointed out that the antibody meas- 
ured by the TPCF test is unrelated either to 
reagin or immobilizing antibodies.’ 

7. Reactivity. Knowledge of the reactiv- 
ity, in other words the sensitivity and the 
specificity, of the current treponemal tests is 
essential to the utilization and interpretation 
of these tests. The TPI is definitely insensitive 
in early syphilis, and its sensitivity is consider- 
ably less than the standard tests for syphilis 
(STS). On the other hand when it does react, 
the TPI test is highly specific. As one would 
expect the insensitivity of the TPI test is most 
notable in primary syphilis, and to some ex- 
tent less so with secondary syphilis. For in- 
stance, in a group of 122 darkfield positive 
cases of primary syphilis in which the STS re- 
acted in 60 per cent of the group, the TPI 
was reactive in only 21 per cent. As an aside, 
it is interesting to note that the TPCF test 
run on this same group was reactive in 66 
per cent of the persons tested. Similarly, in a 
group of darkfield positive secondary cases 
where the STS was reactive in 96.4 per cent 
of the group, the TPI was reactive in only 
78.6 per cent while the TPCF was reactive in 
100 per cent of this group.*° 

The TPA test appears to react under cer- 
tain circumstances both with reagin and non- 
reagin agglutinating antibodies. On an over- 
all basis it is, of course, more sensitive than 
the TPI test, but its specificity is less than 
TPI. It should be pointed out that the TPA 
test, as done by the Johns Hopkins investi- 
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gators, attempts to overcome the problem of 
reactivity with reagin by adsorbing the pa- 
tient’s serum with lipid antigen prior to doing 
the ITPA test. The only problem in this re- 
gard is that such adsorption increases the 
time and technical complexity of the test, and 
it is questioned by some if a single adsorption 
will entirely remove reagin from serum. 
Further work and evaluation will be necessary 
to determine whether sufficient reagin can be 
removed from the serum so that reagin re- 
activity is not reflected in the test procedure. 

In general, the results obtained with the 
TPIA test suggest that this procedure agrees 
more closely with the TPI in relation to sensi- 
tivity and specificity than it does with the 
STS procedures. Further modifications and 
developments of this test procedure may dem- 
onstrate that it is more sensitive than the TPI 
test, and potentially the specificity may be 
comparable to TPI. 

The TPMB test may be considered in rela- 
tion to these factors as similar to the TPI test. 

The TPCF test, on the other hand, is both 
highly sensitive and highly specific. Our ex- 
perience to date would seem to indicate that 
the TPCF test is not only considerably more 
sensitive than the TPI test, but possibly may 
be even more sensitive than the current stand- 
ard tests for syphilis. The specificity of the 
TPCF test from a practical standpoint may be 
stated to be equivalent to the TPI test. 

8. Reproducibility. This implies an exact 
or very close redetermination of an existing 
observation. This is an extremely important 
factor in relation to all testing as well as the 
treponemal tests which we are discussing. The 
capacity to observe again the almost identical 
observation that one previously observed on 
the same specimen at a different time, and 
preferably by different observers in different 
places, is most important in relation to the 
usefulness of testing procedures. If we arbi- 
trarily define the reproducibility of the TPI 
test as fair, and this is done so with some very 
good reasons for this test procedure, then we 
must describe the reproducibility of the TPA 
test as from poor to fair, depending upon the 
technic employed. The TPIA test on the 
other hand has a greater reproducibility than 
the TPI test but less so than the TPCF test 
when done in good hands. The TPMB test 
in general may be described as similar in this 
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respect to the IPI test. On the other hand, 
the reproducibility of the TPCF test on this 
basis would be described as good. 

9. Antigen Standardized. Some of the 
reasons for the above arbitrary statements can 
be noted in part by the two following categor- 
ies. In the first place, the only procedure 
among the current treponemal tests which 
has a truly standardized antigen is the TPCF 
test. The TPIA test proposes certain criteria 
in relation to the production of the antigen 
which would relate to standardization as well 
as certain procedures which are related to it 
in the use of this antigen. None of the other 
treponemal tests have any described means 
whereby the antigen is standardized in the 
purely technical sense. This, of course, allows 
for variation in reproducibility and reactivity 
of the test systems. 

10. Commercial Availability of Antigen. 
Another important factor which we should 
consider is whether one can acquire antigen 
prepared by commercial means for doing 
the test procedure without having to set 
up the expensive equipment and animal facil- 
ities to carry out the continuous transfer of 
T. pallidum through animal passage. This is 
particularly important to the smaller labora- 
tories which might wish to offer treponemal 
testing, since it is impossible for them to com- 
mit their personnel and resources to the 
preparation of the antigen. However, it is 
within their technical ability to do the test 
procedure if antigen is available commercial- 
ly. Of the various current treponemal tests, 
commercial antigen is available only for the 
TPIA test and the TPCF test. 

ll. Performance. In considering these 
procedures from the standpoint of the acquisi- 
tion of antigen and the performance of the 
test in relation to the equipment and the 
technical complexities, it may be said that 
the TPI test is the most complex in all of 
these factors. In comparison with the TPI 
test, the TPA and the TPIA tests are relative- 
ly easy to perform and use less complex equip- 
ment. The ITPMB test is, of course, similar 
to the TPI test in this respect. The TPCF 
test, on the other hand, utilizes the fifth vol- 
ume Kolmer complement fixation technic 
which is a procedure well known to anyone 
trained to do routine serologic procedures. 


Since commercial standardized antigen is 
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available, it is perhaps the easiest test to do 
in the average laboratory. 

12. Time to Do Test. Assuming that 
antigen is available, it is of interest to know 
how long it takes to do the test and to be in- 
formed of the result of the test. It will be 
noted that from the time the actual test pro- 
cedure is “put to bed” until it is read does 
not exceed one day for any of the current 
treponemal tests. From a practical standpoint, 
however, with those treponemal tests which 
are so complex and expensive that only cen- 
tralized and subsidized laboratories can do 
them, considerable delay commonly occurs in 
the receipt of the results of the test by the 
clinician. I am sure there must be some of 
you here today who have requested TPI test- 
ing and have waited from weeks to more than 
a month before the result was returned to you. 
The tests having commercially available and 
standardized antigens overcome this difficulty 
since they may be used in local laboratories, 
with results available no later than the next 
day, if necessary. 

13. Cost. A final item of importance to 
all of us, including the patients who need 
these test procedures, is the cost of the tests. 
The cost figures presented are not an estimate 
of the actual cost of the procedures, but rather 
the cost to obtain the service commercially. 
Excluding laboratories outside the country, 
the approximate charge for a TPI test by a 
private laboratory in this country would be 
$30.00. I am sure you know that currently 
the TPI test is available at no charge through 
state department of health laboratories in 
many states in conjunction with the Venereal 
Disease Research Laboratory of the Public 
Health Service in Chamblee, Georgia. On a 
special service basis, by the University of Cali- 
fornia at Los Angeles School of Medicine, the 
test is offered for $15.00. It is evident that the 
TPI test is perhaps too expensive for the aver- 
age patient; moreover, the cost prohibits its 
utilization on a broad basis in syphilis control 
programs. The same, of course, must be said 
for the TPMB test. There is no data available 
to determine the commercial cost for the TPA 
and TPIA tests. In this regard, I am sure it 
would interest you to know that Dr. Charles 
L. Rein offers to the New York University 
Hospital, on a special cost basis, the TPIA, the 
TPCF, and a battery of five reagin tests for 
$15.00. He estimates that the antigen cost for 
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the TPIA test alone would be $1.50. For com- 
parison, the TPCF test has been offered to 
private physicians by Mr. A. D. Farmer of the 
Laboratories of the Norfolk City Health De- 
partment for a cost of $5.00 per test. 


Summary 


In conclusion, an attempt has been made 
to discuss the current treponemal tests for 
syphilis with regard to their performance, re- 
producibility, specificity, sensitivity, and other 
considerations. Time does not permit any 
lengthy discussion of the interpretation and 
clinical significance of these tests. It would 
be proper, however, to point out that these 
tests have indicated that a number of differ- 
ent antibodies appear in the patient during 
the course of syphilis. 

The recognition of these antibodies and 
their temporal relationships in the course of 
the infection is necessary for a complete in- 
terpretation of the diagnosis, treatment and 
control of the disease. The usefulness of these 
tests in differentiating acute and chronic 
biologic false positive (BFP) reactors to reagin 
tests from those patients having syphilis is 
faily well accepted. Their additional potential 
usefulness is perhaps not limited to this ap- 
plication. 

As mentioned in the introduction it is 
hoped that the evaluation study currently in 
progress will further our knowledge concern- 
ing the potential usefulness and the limita- 
tions of the treponemal tests. 


no 
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The Children’s Doctor and 
Delinquency” 





PRESTON A. McLENDON, M.D.,t Washington, D. C. 


Here is a field in which the doctor as a citizen can make an 


important contribution to his community. 


THERE IS A SERVICE to be rendered to Amer- 
ican children which calls for positive action 
to see that a child reaches maturity with a 
“healthy mind in a healthy body.” This limits, 
to a certain extent, these observations to that 
area in child care, called the formative years. 
I do not mean to insinuate, however, that 
new impacts do not occur subsequently to 
initiate delinquent behavior. This prompted 
the title of The Children’s Doctor and Delin- 
quency. My title does not limit the children’s 
doctor to the pediatrician, but rather includes 
all physicians, because all physicians have an 
opportunity to be of help to a child in the 
course of his career. 

In 1953, the Children’s Bureau made a 
survey of public state training schools for 
delinquents of which there were 129. There 
were an additional 133 private training 
schools and 57 public local schools. Admis- 
sions to these schools ranged from 6 years to 
15 years. Census data was collected from 109 
(84 per cent) of the public state training 
schools and it was estimated that on a given 
day there were 22,000 youngsters in residence 
in these institutions. Each child had an 
average stay of 11.8 months. An estimated 
$55,000,000 was spent for their care during 
the year July 1, 1952 to June 30, 1953, an 
average cost for each child of $1,985.00. No 
figures are available for the private schools. 
What costs went into the work preceding com- 
mitment, and the after-care on discharge, is 
not available. When one adds the outlay of 
the numerous agencies involved, plus the 
losses due to vandalism, the figure must be 
staggering. While more recent data is not 
available, it is stated that these figures have 
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increased. Some isolated communities have 
shown a reduction.! 

This is a severe indictment of American 
civilization and our purported high standard 
of living. There is a serious defect some- 
where. I am certain it cannot be placed in 
any one area of child care. Most authorities 
regard delinquency as a manifestation or 
symptom of an underlying pathologic state, 
arising from biologic, cultural or psychologic 
growth processes. As expressed by Rabino- 
vitch:* “Delinquency occurs in children where 
there has been interference in the normal 
growth pattern. . When a child’s basic 
needs are ungratified or only partially un- 
gratified, at any period from infancy on, the 
seeds of delinquency are sown.” 

Every infant is born with “needs” for his 
adaptation to the social order or culture into 
which he is born. His adaptation begins with 
his maternal relationships, expanding to in- 
clude the father, siblings and relatives, later 
to include the community and school. The 
ultimate goal is adult maturity with its myriad 
of connotations. The first “seeds of delin- 
quency are sown” in the home, to be imple- 
mented and fertilized in the community and 
the school. One might then designate de- 
linquents as family social, slum social, sub- 
urban social, world social, psychopathic, acci- 
dental, neurotic and, of course, the biologic 
defective. 

Since these broad delineations exist, it 
might be well to discuss for a moment in what 
way medical, social or economic environments 
are implicated. There can be no sharp de- 
marcations set up in these areas, since there 
are many overlapping causes. We are con- 
cerned here in greater part with the medical, 
so it is not my purpose to discuss the latter 
two. 
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It is obvious that numerous conflicts occur 
in social, racial and religious adjustments, 
constant family movement to new communi- 
ties, lack of public recreational facilities, sep- 
arated parents, poor quality boarding homes, 
institutional care, etc., which are all con- 
tributing factors to asocial behavior. 

In the field of economics there are two 
extremes which are most productive of de- 
linquency; the low income group, with its 
privations and the higher bracket with its in- 
dulgences. In either case there is marked evi- 
dence of parental laxity, on the one hand that 
of necessity and on the other that of extra- 
familial interests. 

Since we are physicians with a primary 
interest in mental and emotional growth, we 
should examine our role in the understand- 
ing and prevention of delinquent behavior. 
It is a notorious fact that in our medical 
heritage and teaching we have considered our- 
selves, or at least we have conducted our 
activities first as a physician and secondarily 
as a citizen. (I most humbly admit to this 
charge.) We inherited that unenviable posi- 
tion of individualistic isolationism. For many 
decades we could not publicly support the 
cause of Republican or Democrat, segregation 
or integration, school activities, public wel- 
fare or other civic activities for fear of being 
criticized because of the accompanying pub- 
licity. Fortunately, this isolationism is rapidly 
vanishing and the doctor can now freely en- 
gage in community interests with impunity. 

Our specific responsibility is in the broadest 
sense possible, that of the Children’s Doctor. 
Most children are primarily, of course, under 
the supervision of the family physician or the 
pediatrician. It is not possible, however, to 
escape this contact or responsibility no matter 
what particular segment of medicine one en- 
gages in. Psychiatrists should not forget they 
are doctors first and psychiatrists second, sole- 
ly because of special training. 

The first problem which we might consider 
is one of education, a medical curriculum 
keyed to present-day responsibilities. Each 
department in the medical school is con- 
tinuously fighting for more time, believing it 
to be the sine qua non of the finished physi- 
cian. And in each department the instructor 
clamors to put his pet interest in the fore- 
front. This changing world is beginning to 
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be recognized, however, and as many more 
organic diseases become relegated to the cate- 
gory of control, more time becomes available 
for recognition and inclusion of other disci- 
plines having less organic content. Such 
additions and modifications are not easy, 
Three years were required to gain recognition 
from university authorities for the position 
of Pediatric Psychiatrist on our faculty roster. 

As one of the Children’s Doctors your role 
is to teach medical students the fundamental 
and basic facts regarding infant and child- 
hood patterns of adaptation. This teaching, 
in the humble opinion of a pediatrician, must 
be at an understandable level in so far as 
language and subject matter is concerned. 
There has been difficulty in the past for the 
psychiatrists to find a language which lent 
itself to intramedical communication. As a 
specialty group you became isolated for the 
most part to institutional care of the psycho- 
path and psychotic, a world of unreality to 
the average physician. Your publications were 
not understood outside your own discipline. 
Private discussions left most of us aghast. We 
knew nothing of your reflections in the area 
of preventive psychiatry. In fact we thought 
of you as a “strato-cruiser” without a two-way 
radio, or if you prefer to be described in 
oceanic terminology: “They go down so deep 
and stay so long.” 

Physicians caring for children were also to 
blame for their unenthusiastic acceptance of 
psychiatry, amounting to opposition in some 
quarters. We subscribed to the misunderstood 
thesis of the late Dr. Brenneman, “The Men- 
ace of Psychiatry.” We must now admit we 
were wrong. Instead of two widely separated 
spheres of medicine a decade ago, there is an 
increasingly healthy interchange of concepts. 
What we need is orientation in the areas of 
normal infant and childhood patterns of 
mental and emotional development, how we 
are to recognize symptoms which occur in the 
course of this growth which denote conflicts, 
how we can best handle such patients and 
realize the need for your help. It is most 
encouraging that in a recent survey of Pedi- 
atric Departments of medical schools, of 60 
replying, 70 per cent reported a comprehen- 
sive program of instruction in these areas, but 
a 30 per cent deficiency is not good. 

With all the deficiencies noted above there 
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is work for the Children’s Doctor of today 
who has had no such formal instruction. He 
has not escaped completely from psychiatric 
orientation and he has many good words of 
advice to give to parents, to school authorities 
and community groups. He knows many of 
the pitfalls faced by parents in feeding, sleep- 
ing and toilet behavior and playground ad- 
justments, as well as later school problems. 
He recognizes more and more the importance 
of constructive medicine as applied to normal 
behavior. He has seen the eradication of 
typhoid, dysentery, diphtheria, rickets and 
other scourges. He knows these accomplish- 
ments were made through preventive meas- 
ures. They smack of the spectacular and are 
accomplishments in tangible assets as seen in 
the reduction of mortality figures. Mortality 
due to organic diseases in childhood has been 
markedly reduced. We must realistically face 
the fact that morbidity becomes more im- 
portant in our medical considerations. School 
attendance is reduced by mental problems 
just as it is by infectious illnesses. Delinquency 
does not kill but fastens a stigma on the indi- 
vidual far more serious than that of crippling 
organic disease. 

There are two ways in which the Children’s 
Doctor can contribute to prevention of de- 
linquency. One is in his role of a private 
physician, detecting biologic handicaps which 
may or may not be capable of correction. If 
the latter, he must assist in every way possible 
to help the child to adjust to and live with 
his handicap. A physical problem should not 
be an excuse for asocial behavior or neurotic 
dependency. Frequently the handicap is 
exaggerated by excessive attempts at correc- 
tion, implying to the patient greater de- 
liciency than actually exists. The present-day 
drive for perfection frequently defeats itself. 
1 would be amiss, however, if I did not em- 
phasize the need for enlisting all disciplines 
in helping in a given case. Besides the biologic 
defects, he must seize every opportunity to 
offer suggestions in the development of an 
acceptable pattern of social, moral and emo- 
tional adaptation in the family, community 
or school environment. Nor is the doctor 
himself immune to the antagonistic and fear 
behavior of a child in the present-day plethora 
of “shots” and other traumatic experiences 
associated with him. Even before this era in 
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a child’s life, he encounters many phenomena 
which cause him to question the warmth of 
his caretakers. Birth itself is not without 
trauma, according to many of your colleagues, 
and certainly the first few days can be cold 
isolation. Fortunately, pediatric and obstetric 
colleagues are recognizing this as a period for 
the development of a close relationship be- 
tween the mother and her newborn. The 
philosophy of “rooming-in” has transferred 
the trusteeship of the infant from the doctor 
to his mother. When this philosophy is 
coupled with breast feeding, and the selective 
schedule of feeding inherent in the infant 
because of his normal physiologic needs, the 
basis for mutual trust has had its foundation 
laid. Unfortunately, many hospitals are 
crowded to the extent that maternal dis- 
charges occur much too early for adequate 
adjustments. And from such hospital popula- 
tions come many of our slum social delin- 
quents. 


I shall not try to follow the doctor’s role 
further in the various stages of development. 
Suffice it to say that in addition to private 
physicians, child welfare clinics and hospital 
clinics are most important, the more reason 
that all physicians be oriented in the area of 
adaptation. Education of students must be 
carried further into their internship and resi- 
dent training program. 


The second important role of the Chil- 
dren’s Doctor is as a citizen with medical 
orientation. The rapid growth of organiza- 
tions, both federal and volunteer, with a sin- 
cere purpose to prevent and treat delinquency, 
has outdistanced our (medical) alertness. 
Numerous groups have organized to help in 
the reduction of delinquency, without a physi- 
cian available for advice. The Youth Advisory 
Commitee to the Commissioners of the Dis- 
trict of Columbia was set up originally with- 
out a physician in its membership. The cor- 
rection was simple when attention was called 
to the deficiency. The Youth Board of New 
York City has only two physician members. 
This is not the fault of the nucleus from 
which stemmed its formation, but the lack of 
medical alertness to community needs. These 
groups are anxious for our participation be- 
cause we have something constructive to offer. 
But only by aggressive interest can the pro- 
fession hope to maintain its position of re- 
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sponsibility. And the profession must be 
willing, through individual participation, to 
sacrifice time when needed. 

We cannot hope for a spectacular discovery 
for the prevention of delinquency; its cause 
is not specific; its cure is not dramatic. Only 


its expressions in vandalism, rape and murder 


are tragic enough to guarantee inch head- 
lines; ours is a culture which demands the 
dramatic. Let us face the fact that what you 
and I and numerous others do in prevention 
will receive scant reportorial interest. 
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Juvenile courts and training schools, with 
all due apologies, will continue as necessary 
institutions. It is possible to reduce their num- 
bers and their census of inmates. The medical 
profession can contribute to such an objec- 
tive, having practical and realistic values. 
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Environmental Cancer Hazards: 


\ Problem of Community Health* 


w. C. HUEPER, M.D.,+ Bethesda, Md. 


The epidemiologic approach to cancer reveals interesting and 
provocative data. Surely this is a field which has been neglected. 


The Problem 


\N INCREASING AMOUNT of epidemiologic, clin- 
ical, pathologic and experimental evidence 
acquired during the last decades supports the 
view that many human cancers are directly 
or indirectly related to contacts with certain 
specific environmental physical and chemical 
agents to which the human population be- 
comes exposed for occupational, medicinal, 
dietary, or other environmental reasons 
(Table 1).1 The data on hand strongly in- 
dicate that the majority of cancers involving 
the skin, alimentary tract, respiratory system, 
and liver are of exogenous cause. An ap- 
preciable fraction of the cancers of the blad- 
der, bones, and blood forming organs have a 
similar origin. Although there still exist large 
gaps in our knowledge of the extent and com- 
position of the environmental carcinogenic 
spectrum, the information available is ade- 
quate for refuting the frequently advanced 
claim that the causes of human cancers are a 
mystery. The actual fact is that we possess at 
present as much reliable and detailed evidence 
on the specific exogenous causes of cancers as 
was available in about 1890 concerning the 
exogenous etiology of infectious diseases. 
However, one fundamental difference exists 
between these two situations. While before 
the turn of the century the medical profession 
eagerly pursued the study on the nature and 
action of the pathogenic organisms causing 
communicable diseases, and employed newly 
acquired data in a rapid and large-scale ap- 
plication of prophylactic and preventive meas- 
ures, a rather widespread apathy prevails con- 
cerning the etiology of human cancers. Little 
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Washington, D. C., November 12-15, 1956. 
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interest exists in ascertaining or scrutinizing 
the environmental background of cancer pa- 
tients for possible or likely exogenous causes, 
and relatively scanty use is made of such data 
when they occasionally are obtained, for advo- 
cating, devising and applying proper protec- 
tive and preventive measures to individuals 
facing similar carcinogenic exposures. The im- 
portant lesson of the past, that the effective 
control of communicable diseases depended to 
a large extent on successful eradication or con- 
tainment of the foci where the pathogenic 
agents were generated and from which they 
spread, has as yet not been used to any note- 
worthy degree in connection with environ- 
mental cancer hazards. It has as yet not been 
adopted as an accepted method of medical and 
public health practice, although such an ap- 
proach to cancer prevention appears to be 
eminently practicable. The following consid- 
erations and observations may help to demon- 
strate the validity of this thesis, and may show 
at the same time the important and essential 
role which members of the medical profession 
and of public health agencies can play in this 
respect when working on a community or 
county level. 


Environmental Cancers as Local 
Health Problems 


Although environmental cancer hazards are 
in some respects universal phenomena, they 
exhibit on the other hand also important 
features which make them regional or local 
health problems. Many occupational cancer 
hazards which usually affect circumscribed 
population groups and which depend upon 
the presence of certain specific industries or 
industrial operations present eminently re- 
gional or community health problems. Similar 
characteristics are encountered in a number 
of environmental cancer hazards related to 
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TABLE 1 


OCCUPATIONAL CARCINOGENS, THEIR ROUTE OF 
EXPOSURE AND THEIR TARGET ORGANS 








General Type Specific Type 


Chemical Carcinogens 
Organic Chemicals 
Aromatic, Polycyclic, 
Heterocyclic 


Benzol 


Beta-Naphthylamine 
Benzidine 
4-Aminodipheny} 
Auramine 


Coal tar, Pitch 
Asphalt, Tar oil, 
Creosote oil, 
Anthracene oil, 
Lamp black, Lignite 
tar and Paraffin 
oil 
Synthetic hydrogenated 
coal oil and 
Tar (Bergius) 
Shale oil and Paraf 
fin oil 


Petroleum fuel oil, 
Diesel oil, Lubri- 
cating oil and 
Grease, Cutting oil, 
Carbon black, 
Asphalt, Tar, Coke 
Crude Paraffin oil 


Isopropyl oil 
Aliphatic 
Mustard gus 


Chemical Carcinogens 


Inorganic Chemicals Arsenic 
Nickel 
Chromium 
Asbestos 

Physical Carcinogens Ultraviolet 

lonizing Radiation Radiation 


X-Radiation 


Radioactive 

Radiation 

(Alpha-Beta-and 
Gamma Radiation) 


Schistosoma 
Hematobium 


Parasite Carcinogens 


Route of Exposure Target Organ 


Cutaneous Blood Forming Organs 
Respiratory (Leukemia, Lymphosarcoma) 
Respiratory Urogenous Organs 
Cutaneous (Bladder, Ureter, 
Alimentary Kidney) 

Lung? Intestine? 
Cutaneous Skin 
Respiratory Lung 
Cutaneous Skin 
Cutaneous Skin 
Respiratory Larynx 
Cutaneous Skin 
Respiratory Lung 


Respiratory Nasal sinus 
Larynx 
Lung 
Respiratory Lung, Larynx? 
Cutaneous Skin 
Ingestive 
Respirators Lung 


Nasal cavity 
Nasal sinus 


Respiratory 


Lung 
Respiratory Lung 
Respiratory Lung 
Cutaneous Skin 
Cutaneous Skin 
Transcu- Connective tissue 
taneous Bone 
Blood forming organs 
Cutaneous Skin 
Transcu- Connective tissue 
taneous Blood forming organs 
Respirators Nasal sinus 
Lung 
Ingestive Bone 
Parenteral Liver 
Cutaneous Bladder 





certain habits and customs, especially those 
found among peoples of the Orient and 
known as betel quid and khaini quid cancers 
of the mouth, chutta cancer of the oral cavity, 
dhoti, kang, kairo and kang cancers of the 
skin, and schistosomiasis cancer of the blad- 
der. In this country snuff and tobacco chew- 
ers, showing an excessive liability to cancer 
of the mouth, exhibit similar regional associa- 
tions (Table 2). Such relationships are dem- 
onstrable even for environmental carcinogens 
having a more or less generalized distribution, 
such as sunlight, arsenic, and soot, as well as 


diesel and gasoline engine exhausts. While the 
entire population of the country is exposed 
to these agents to some degree, there exist 
marked variations in the degree and duration 
of exposure for different parts of the country 
and for different communities. Exposure to 
these universal carcinogens and the specific 
cancers resulting therefrom become distinct 
local health problems for some communities 
and population groups, and thus are of special 
concern to the local medical profession and 
public health agencies. 

The immediate significance of environ- 
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TABLE 2 


ENVIRONMENTAL CANCER HAZARDS IN 
ORIENTAL COUNTRIES 








1. Habits Contact Target Organ 
Betel nut quid Oral Oral cavity, Lip 
Khaini quid Oral Lower lip, Gingiva 
Chutta (Soot, Burns) Oral Oral Cavity, Palate 
Dhoti Cutaneous = Skin 

2. Customs 
Non-circumcision Cutaneous Penis 

(Segma?) Uterine Cervix? 
Kang, Kairo, Kangri Cutaneous Skin 
(Soot, Burns) 
Dietary Factors 
Proteinic and Vitaminic Liver 
Malnutrition? 
Red Pepper Alkaloids? 
4. Infections Oral Bladder 


Schistosoma hematobium Skin 





mental cancers as a public health problem 
may be visualized by a map presenting the 
various environmental cancer hazards and 
their distribution in some industrialized re- 
gion. This may be prepared on the basis of 
the many known isolated facts and observa- 
tions on record from various sources. Such a 
map would have the general appearance and 
pattern of a crazy quilt, in which the various- 
ly colored and shaped patches would repre- 
sent the different types of environmental 
carcinogens, while their location in the quilt 
would reflect their regional distribution. Vari- 
ations in the intensity of the different colors 
would follow the fluctuations in the concen- 


TABLE 3, A 


NUMBER OF SKIN CANCERS PER 100,000 POPULATION 
IN SIX URBAN AREAS 
(McDowell) 








Percentage Rate 
for White Males 
of all Cancers 


Region City Rate 
Northern Area 











Detroit 24 12.3 

Chicago 25 12.5 

Pittsburgh 37 16.0 
Southern Area 

New Orleans 129 26.0 

Dallas-Ft. Worth 140 

Atlanta 157 38.5 

Birmingham 43.3 

TABLE 3, B 
(PELLER) 

Cities Incidence of Skin Cancer 
in the Male Females 
North 23 18 
South 116 70 
West 41 34 
All whites 38 28 
Colored 5 4 
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TABLE 4 


LUNG CANCER DEATH RATES IN 3 DISTRICTS 
OF CONNECTICUT 








(Griswold) 
= Occupational Standard Lung Cancer Rates 
District Character Males Females Both 
Naugatuck Rubber, Metal 85.02 14.87 48.01 
Valley Area Machinery 
Chemical 
Northeast Area Textile 69.24 21.69 45.01 
Paper 
Agriculture 
Rural Agriculture 30.60 15.00 
Industry 85.02 17.35 50.54 
Agriculture 38.65 14.87 26.53 





trations of the individual carcinogenic agents 
in a given area. The patches would be super- 
imposed on a background of neutral color 
which would be representative of the various 
carcinogens of general environmental nature, 
such as solar radiation, soot, arsenicals, ex- 
hausts from gasoline and diesel engines, since 
they are general environmental carcinogens. 
The map would show, moreover, that the 
background color is stronger in urban and in- 
dustrialized parts of such an area than in the 
rural ones, that the patches would follow a 
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FIG. 2 
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similar pattern, and that they would be 
crowded in such localities. The maps of Ohio 
and England and Wales (Figs. 1 and 2), as 
well as Tables 3 and 4 illustrate the correla- 
tions demonstrable between the regional dis- 
tribution of certain types of cancers and of 
several environmental carcinogenic agents or 
occupational activities. They also show spe- 
cific environmental conditions or special in- 
dustries suspected of having carcinogenic 


hazards.?"5 
Medical Aspects and Procedures 


These and other data reflect the multicen- 
tric character of the environmental cancer 
panorama and indicate the variability of the 
quality and quantity of environmental cancer 
hazards in different communities. It is thus 
obvious that members of the local public 
health agencies and of the medical profession 
may assume an important role in the discov- 
ery and preventive control of cancer hazards 
of environmental origin found in their com- 
munities and jurisdictions. In fact, physicians 
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and public health agencies operating on a city 
and county level have the distinct advantage 
of being familiar with the long-term local oc- 
cupational and industrial activities. Also they 
have the morbidity and mortality observations 
which may be peculiar to their areas and 
deviate from the general epidemiologic pat- 
tern of the country at large. Physicians and 
health officers once aware of the various 
recognized, suspected and potential environ- 
mental causes of human cancers may find it 
profitable and possible to include continued 
attention in these health hazards and thereby 
enlarge the scope of their medical interests 
and usefulness. 

The following procedures if adopted may 
prove to be of distinct aid in organizing such 
activities on a community level. 

1. A fundamental requirement for con- 
ducting such inquiries and studies is an ade- 
quate familiarity with the various recognized, 
suspected and potential environmental car- 
cinogens. There must be knowledge of their 
relations to specific occupational activities, in- 
dustries, industrial goods, industrial wastes in 
the form of air, water and soil pollutants and 
environmental poisons. These may be pesti- 
cides, herbicides and household and sanitary 
goods, additives and contaminants of food- 
stuffs and medicinal agents. 

Tables 1, 2 and 5 summarize briefly the in- 
formation available on these aspects. The 
chemicals listed in table 5, which have pro- 
duced cancers in experimental animals only, 
as far as is known, may be considered as po- 
tential human carcinogens. 


The demonstration of carcinogenic proper- 
ties of a chemical for a species of animals is 
not proof that such an agent will exert an 
identical effect on humans under proper con- 
ditions of exposure. However, past experi- 
ence with occupational and medicinal carci- 
nogens has shown a remarkable degree of 
correlation between their effects on man and 
experimental animals. The observations listed 
in table 5 are therefore of definite significance 
as to the possibility of these chemicals being 
human cancer hazards. It is probable that 
some members of this list will be found to be 
carcinogenic also to man. 

2. The second step consists in an appraisal 
of the various industrial establishments pres- 
ent in a community. This concerns the type 
of chemicals and specific physical agents 
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TABLE 5 


POTENTIAL ENVIRONMENTAL HUMAN 


CARCINOGENS 











Agent 


Estrogens, natural; synthetic 


Carbon tetrachloride 


Chloroform 


DDT 


Tannic acid 


Thiourea and derivatives 
Dulcin 


Diethvlene glycol 


Methylated naphthalenes 


Bergius coal oils, tars 


Fischer-Tropsch coal oils, 
tars, Waxes, greases 


Light green S.F. 
Brilliant blue, F.C.F. 
Fast green F.C.F. 
Butter yellow 


Cellophane 
Polyethylene 
Polyamide 
Bakelite 


Beryllium 


Selenium 


Site of 
Tumor 


Breast 
Lymph nodes 
Uterus 
Hypophysis 


Liver 


Liver 


Liver 


Liver 


Liver 
Thyroid 
Liver 


Bladder 


Skin 


Skin 
Subcutaneous 
tissue 


Liver 


Subcutaneous 
tissue 


Liver 


Subcutaneous 


Bone 


Liver 
Thyroid 


Type of 
Exposure 


Parenteral 
Cutaneous 
Oral 


Oral 


Oral 
Parenteral 


Oral 


Parenteral 


Oral 
Oral 


Oral 


Cutaneous 


Cutaneous 
Parenteral 


Cutaneous 
Parenteral 


Parenteral 


Oral 


Parenteral 


Parenteral 
Respiratory 


Oral 


Species 


Mouse 
Rat 
Rabbit 
Guinea 
pig 
Mouse 


Mouse 


Mouse 


Mouse 


Mouse 


Rat 


Mouse 
Rat 


Rat 
Mouse 


Rabbit 
Rat 


Types of Human Contact 


Manufacture 
Dietary additive 
Cosmetic ingredient 


Industrial solvent 
Degreasing agent 

Dry cleaning agent 

Fire extinguishing agent 
Manufacture 
Production of Freon 
Grain fumigant 
Extractive of oils 


Manufacture 
Anesthetic 
Solvent and extractive of 
oils, resins, rubber, 
waxes, iodine, alkaloids 
Ingredient of lacquer, 
floor polish, 
cleaning fluid 
Production of 
artificial silk, plastics 


Manufacture 
{nsecticide 
Food contaminant 


Ingredient of food- 
stuffs (fruits, wine, 
coffee, and tea) 

Medicinal agent 

lanning agent 


Citrus fruit preservative 


Medicinal agent 
Manufacture 
Sweetening agent 


Antifreeze 
Intermediate in ex- 
plosive manufacture 
Softener of lacquer, 
inks, wood stains, 
glue, textiles 
Humectant, tobacco 


Vehicle of 
insecticides 


Manufacture 

Fuel 

Lubricants 

Plastic production 
Petrochemical 


Manufacture 
Fuel 
Lubricants 
Petrochemical 


Textile dyes 

Food and cosmetic 
dyes 

Food dye (Orient) 

Gasoline and flare dye 


Film, Fiber, plastic- 
industrial manufac 
ture and uses 

Wrapping material 

Medicinal agent 


Metal alloy, x-ray tube, 
phosphor manufacture 

Refractory vessels 

Atomic energy pro- 
duction 


Soil contaminant 

Coloring matter of glass, 
ceramics, paint, rubber 

Metal alloys 

Rubber accelerator 

Photoelectric apparatus 

Decolorizer 

Fireproofing agent 

Medicinal agent 
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which are produced, handled, processed and 
used, as well as shipped and sold on the local 
market. There should be knowledge of the 
types of industrial wastes released and the 
methods employed in their disposal. Data 
should be collected on the type and intensity 
of contact of occupational and general popu- 
lation groups with those agents recognized or 
suspected as of possible carcinogenic nature. 
An assessment of the degree and types of can- 
cer hazards can be made from an analysis of 
existing medical records of employees in any 
carcinogenic operation. In conducting these 
analyses, proper consideration should be given 
to the fact that the target organ, i.e., the site 
of cancers elicited by a particular carcinogen, 
may change with the route of its introduction. 
Therefore industrial establishments having 
the same chemical or physical carcinogen may 
show distinct differences in tissues or organs 
affected by cancers in the workers exposed, 
because of differences in the type of contact 
(cutaneous, respiratory, alimentary, — par- 
enteral). 

Since environmental cancer hazards, like 
communicable diseases, exhibit the epidemio- 
logic tendency of spreading centrifugally from 
the point of the original production and ac- 
tivity of the carcinogens along the routes of 
their subsequent distribution and dissemina- 
tion, industrial surveys should include the 
collection of pertinent data on this aspect. 
Such a check into the scatter pattern of 
carcinogens in the environment of a com- 
munity may divulge information which may 
lead to the control of a cancer hazard before 
major damage has been done. Thereby the 
epidemic-like appearance of cancers among 
members of the exposed population group 
one or several decades later may be prevented. 
Because of the long preparatory or latent 
period of environmental cancers, average 
ranges of from 10 to 25 years elapsing be- 
tween the first contact with a carcinogen and 
the appearance of the first symptoms, it is 
necessary to examine critically morbidity and 
mortality records of the dead and living. This 
applies also to the present and former mem- 
bers of the population which had the risk, 
especially those who were exposed for a suf- 
ficiently long time (Table 6). 


The usefulness and value of such epide- 
miologic investigations into the relative liabil- 
ity to cancer of employees of industrial estab- 
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lishments has been shown. Such demonstra- 
tions of appreciable variations in the fre. 
quency of cancers of different sites has been 
shown for members of large industrial and 
socio-economic groups in England, the Neth- 
erlands, Germany and Ohio (Tables 7 and 
8).25 It has been found that the distribution 
and frequency patterns of cancers for the in- 
dividual groups analyzed have undergone 
significant changes during the last two dec- 
ades. This indicates that appreciable fluctua- 
tions in the quantitative and qualitative com. 
position of the environmental carcinogenic 
spectrum must have occurred.* 

Since the age distribution of environmental 
cancers is dependent upon the age of onset of 
exposure and upon its intensity, (Goldblatt; 
Hueper), shifts in the age distribution of can- 
cers of certain sites from the usual pattern 
may be indicative of the presence of an en- 
vironmental cancer hazard and of changes in 
the conditions of exposure at different periods 
(Tables 9, 10 and 11).%7 Tables 9 and 10 
exhibit a definite shift of several specific oc- 
cupational cancers of the skin into younger 
age groups, since the majority of the usual 
type of cutaneous cancer occurs in individuals 
above 50 years of age. The evidence provided 
in table 11 suggests that the shift into younger 
age groups of skin cancer for white American 
males and females, observed between 1930 and 
1950, may be due to the introduction of new 
environmental cutaneous carcinogens, or to a 
more intense and earlier action of such car- 


TABLE 6 


LATENT PERIODS OF OCCUPATIONAL CANCERS 








Average Range of 
Latent Latent 
Organ and Agent Period Period 
Skin Years Years 
Arsenic: 
Medicinal 18 3-40 
Occupational 25 4-46 
Tar 20-24 1.50 
Creosote oil 25 15-40 
Mineral oil 50-54 4-75 
Crude paraffin oil 15-18 3-35 
Solar radiation 20-30 15-40 
X-radiation 7 1-12 
Lung 
Asbestos 18 15-21 
Chromates 15 5-47 
Nichel carbonyl 22 6-30 
Tar fumes 16 9-23 
Ionizing radiation 23-35 7-50 
Bladder 
Aromatic amines 11-15 2-40 
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TABLE 7 


} CANCER DEATHS AMONG MALES 15 YEARS OF AGE AND OVER IN OHIO 
CLASSIFIED BY OCCUPATION AND CANCER SITE, 1947 


























(Mancuso) 
Digestive Respiratory Genital Urinary 
All Sites Organs Organs Organs Organs 
PerCent PerCent PerCent PerCent PerCent Per Cent Per Cent PerCent Per Cent 
of Total All All All All All All All All 
\ Industry Deaths Deaths Cancer Deaths Cancer Deaths Cancer Deaths Cancer 
Males 15 yrs. and ovei 11.66 5.67 48.6 1.60 13.7 1.59 13.6 0.74 6.4 
Service 12.78 6.25 48.9 1.7 13.8 1.76 13.8 0.81 6.4 
Manufacturing industry 14.71 7.24 49.2 2.42 16.4 1.65 11.2 0.84 5.7 
Retail and wholesale 13.58 6.28 46.2 2.26 16.6 1.85 13.6 0.71 5.2 
Agriculture 12.00 6.40 53.3 0.82 6.8 1.99 16.6 0.82 6.8 
Construction 13.31 6.08 45.3 2.12 16.0 1.78 13.4 0.69 5.2 
Transportation and 
\ communication 13.83 6.71 48.5 2.91 21.0 0.98 7.1 0.90 6.5 
Iron and steel industry 14.31 7.64 53.4 2.18 15.2 1.03 re 0.73 5.1 
Electrical and machine 15.18 7.26 47.9 2.46 16.2 1.82 12.0 1.17 7.7 
Nonferrous metal industry 15.32 7.80 50.9 3.22 21.0 1.21 7.¢ 1.48 9.6 
Mining and quarrying 12.76 7.31 57.3 1.53 12.0 1.02 8.0 0.68 5.3 
Stone, clay, and glass 10.09 4.13 41.3 0.66 6.5 1.32 12.0 0.88 8.7 
Rubber and plastic industry 14.54 7.01 48.2 2.34 16.1 2.08 14.3 0.52 3.6 
Others and unknown 11.46 5.54 48.3 1.29 11.3 1.93 16.9 0.81 7.1 
Lip; Oral Cavity; Brain and Central 
' Pharynx Skin Nervous System 
' Per Cent Per Cent Per Cent Per Cent Per Cent Per Cent 
j All All All All All Al 
; Industry Deaths Cancer Deaths Cancer Deaths Cancer 
' Males 15 yrs. and over 0.60 4.7 0.32 25 0.21 1.6 
' Service and Manufacturing industry 0.58 3.9 0.33 2.2 0.40 2.8 
j Retail and wholesale 0.71 5.2 0.24 1.8 0.28 2.1 
t Agriculture 0.32 27 0.57 1.8 0.09 0.8 
) Construction 0.69 5.2 0.48 3.6 0.30 2.3 
Transportation and communication 0.76 5.5 0.18 1.3 0.13 1.0 
Iron and steel industry 1.15 8.0 0.06 0.4 0.30 2.1 
Electrical and machine 0.52 3.4 0.13 0.8 0.52 34 
| Nonferrous metal industry 0.40 2.6 0.13 0.9 0.00 0.0 
I Mining and quarrying 0.17 1.3 0.85 6.7 0.17 1.3 
{ Stone, clay, and glass 1.10 10.9 0.44 4.3 0.00 0.0 
Rubber and plastic industry 0.26 1.8 0.00 0.0 1.30 8.9 
Others and unknown 0.59 5.2 0.29 2.6 0.11 1.0 
TABLE 8 
STANDARDIZED MORTALITY RATIO* AT AGES 35-65 IN EACH SOCIAL 
CLASS FROM CANCER OF VARIOUS SITES 
Dicennial Supplements 
1921 and 1931 
(Kennaway) 
Males 
1921-1923 1930-1932 
| Social Class 1 II Ill IV V I II II IV V 
All sites 80 92 99 96 123 83 92 99 102 114 
Lip 30 50 7 140 170 56 68 147 183 
Tongue 48 73 95 100 165 78 60 98 110 143 
i Tonsil 25 88 94 106 163 (86) 76 93 97 147 
i Pharynx 89 78 100 160 161 (76) 83 99 87 130 
Oesophagus 76 91 104 88 130 74 87 98 Ot 130 
| Stomach 60 82 100 106 130 55 83 98 112 122 
Upper alimentary canal 58 80 99 102 140 63 80 97 109 129 
Lower alimentary canal 105 105 100 93 98 98 103 102 100 95 
Larynx 72 96 93 96 135 60 81 98 90 148 
Skin 63 73 100 120 150 (59) 75 95 116 133 
Lung 100 109 97 79 120 107 96 101 91 112 


—_— 


“Registered per cent of calculated deaths. 
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TABLE 9 


AGE DISTRIBUTION OF ARSENIC- AND 
ROENTGEN-CANCERS OF THE SKIN 














ige Roentgen Cancer Arsenic Cancers 
in Occupational Occupational Therapeutic 
Years Cases Cases Cases 
0-20 0 1 1 
21-30 l 0 + 
31-40 22 4 23 
41-50 17 3 35 
51-60 15 6 26 
61-70 3 1 20 
71-80 3 0 5 
Total 61 15 114 
TABLE 10 


AGE DISTRIBUTION OF SCROTAL CANCER IN 
CHIMNEY SWEEPS 








1892 1935 
Years (Cases) (Cases 
25-35 4 1 
36-45 7 6 
46-55 14 18 
56-65 + 33 
66-75 28 
76-85 17 
Average age 45-50 61.9 





TABLE 11 


AGE-SPECIFIC, TOTAL, AND AGE-ADJUSTED MORTAL - 
ITY RATES PER 100,000 POPULATION FOR SKIN 
CANCER IN WHITE MALES AND WHITE 
FEMALES, UNITED STATES, 1930, 1945, 

AND 1950 





White Males 
Per Cent Changes 


ige 1930 1945 1950 1945-1950 
Under 15 06 08 0.03 — 62 
15-24 12 ll 34 +209 
25-34 Pe +4 AG 81 + 76 
35-44 75 .B5 1.4 + 65 
45-54 2.5 2.1 2.7 + 29 
55-64 8.0 5.3 5.9 + ll 
65-74 23.7 16.0 12.8 — 20 
75-84 68.2 52.3 32.6 — 38 
85 and over 194.2 172.4 77.5 — 55 
All ages 3.3 3.2 2.9 
Age adjusted* 4.7 3.6 2.9 
White Females 
Under 15 -07 07 0.02 — 71 
15-24 06 13 31 +138 
25-34 23 .23 72 +213 
35-44 63 55 1.2 +118 
15-54 1.5 1.0 1.8 + 80 
55-64 3.6 2.9 3.6 + 24 
65-74 11.4 8.7 6.8 — 22 
75-84 44.6 26.3 18.8 — 29 
85+- 162.7 132.7 68.5 — 48 
All ages 2.1 2.0 2.0 
Age adjusted* 2.9 2.3 1.9 


*Adjusted for age on total population of the United States, 
1950 
BIOMETRY SECTION 
NATIONAL INSTITUTES OF HEALTH 
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cinogens (sunlight, coal tar, petroleum oils, 
arsenicals) already previously active. 

A similar significance may be attached to 
shifts in the usual sex distribution of cancers 
affecting specific sites. In fact, under proper 
conditions of exposure, environmental car- 
cinogens may not only modify such ratios 
but sometimes even reverse them (asbestosis 
cancer of the lung;* betel quid cancer of the 
mouth). The high frequency of cancer of the 
oral cavity in females indulging in chewing 
of betel nut quids in India and the Philip- 
pines furnishes a striking example of the ef- 
fect of sex as related to exposures to an en- 
vironmental carcinogen upon the male-female 
sex ratio of cancers of the oral cavity (Table 
12). 

Moreover, it is noteworthy that the topo- 
graphical distribution of cancers within an 
organ system may at times furnish a clue to 
the nature of the causal agent active in their 
production. Such associations are presented 
in table 13. Here is given the relative topo- 
graphical distribution of cancers of the skin 
attributable to environmental and occupa- 
tional exposures to solar radiation, dietary, 
medicinal and occupational contact with 
arsenicals, and occupational exposures to 
roentgen-radiation. 

Leads for these investigations have often 
been provided in the past by medical evidence 
developed by alert physicians. In fact, the 
basic information which brought about the 
discovery of the great majority of occupation- 
al cancers, known today, came from such 
sources. A suspicion of the existence of an oc- 
cupational or environmental cancer hazard 
should be entertained, whenever medical ex- 
amination reveals an unusually frequent oc- 
currence of cancers of a particular site or 
type among members of a restricted popula- 
tion group. A similar connotation should be 
attached to the observation of conditions 
which may be of precancerous nature, such as 
chronic dermatitis and hyperkeratoses fre- 


TABLE 12 
PER RATIO OF ORAL CANCERS 





Male-Female Ratio 


United States 10:1 
England and Wales 
Philippines 1:3 


India 4:1 
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TABLE 13 
TOPOGRAPHICAL DISTRIBUTION OF SOLAR-ARSENIC- AND ROENTGEN-CANCERS OF THE SKIN 








Solar Cancers 
Environmental 


Region Roffo Tello 
Per Cent Per Cent 
Face, Nose, Neck 95.00 77.73 
Hands, Arms 3.07 1.43 
Feet, Legs 0.52 0.01 
Haired Parts of Skin 1.02 1.33 
Nonexposed Skin 0.39 | 


Arsenic Cancers Roentgen Cancers 


Dietary Medicinal and Occupational 
Occupational 
Tello Neubauer Hueper 
Per Cent Per Cent Per Cent 

8.57 12.21 4.76 
97 59 
10.70 wants 46.61 a8 
4.43 0.00 
80.73 41.18 10.72 





quently preceding the development of cuta- 
neous cancers following an exposure to solar 
radiation, x-radiation, radioactive substances, 
arsenicals, coal tar and pitch, creosote oils, 
and various petroleum derivatives. Chronic 
pulmonary indurations, such as those as- 
sociated with pneumoconioses, chronic chem- 
ical pneumonias, or simulating changes found 
in pulmonary tuberculosis and virus infec- 
tions, should arouse the suspicion of a pos- 
sible cancer of the lung and provide an indica- 
tion for thorough inquiries into the occupa- 
tional and environmental background of the 
diseased individual. Similar considerations 
should be extended to the demonstration of 
chronic periostitis, cirrhosis of the liver, leu- 
koplakia, polyps and papillomas of the blad- 
der, and leukopenic and leukemoid reactions. 


Examples of Carcinogenic Hazards as 
Community Problems 


The following observations may serve as 
illustrations of the effectiveness of such an 
approach. A few years ago the medical di- 
rector and union officials of a large chemical 
plant manufacturing a rubber antioxidant, 
chemically known as 4-aminodiphenyl, noted 
that workers engaged in its production be- 
came affected by tumors of the urinary blad- 
der. As the result of subsequent epidemio- 
logic, clinical and experimental studies 
(Melick et al.; Williams and Walpole), the 
chemical incriminated was shown to be a 
highly potent human carcinogen.®! Acting 
on this information industrial management 
decided to discontinue any further production 
of 4-aminodiphenyl. Since this particular rub- 
ber antioxidant was used for almost 20 years 
in the manufacture of rubber, an inquiry into 
the possible occurrence of similar cancerous 
complications among rubber workers who be- 


came exposed to it in the form of dust, fumes, 
or vapors may appear a worthwhile under- 
taking for public health officials of commu- 
nities in which rubber plants are located. 


As a second example, the experience of a 
hospital pathologist practicing in a town of 
60,000 inhabitants, may be cited. O’Donnell 
observed that an unusually high number of 
lungs obtained from patients coming from a 
small neighborhood community of about 
5,000 inhabitants showed asbestotic lesions 
and that this pneumoconiosis was complicated 
in approximately 50 per cent of the 24 cases 
observed by cancer of the lung." Upon in- 
quiry into the occupational background of 
these patients it was found that all of them 
had been employed in an asbestos brake lining 
plant, where they had become exposed to the 
inhalation of asbestos dust. Through subse- 
quent compensation procedures of a test case 
of asbestosis lung cancer, the compensability 
of this type of occupational cancer was es- 
tablished. Although extensive technologic 
measures were taken several years ago for re- 
ducing appreciably the asbestos dust hazard 
in this particular plant and its environmental 
area, the relative effectiveness of these meas- 
ures is only assured when asbestosis lung can- 
cers will cease to occur among the workers of 
long-term employment during the next two 
to three decades. 


Following a report by Faulds!* on an ab- 
normally high frequency of lung cancer 
among English hematite miners, inquiries 
were made concerning the incidence rate of 
lung cancer among hematite miners working 
in the Mesabi Range in Minnesota. A study 
of official mortality records revealed that dur- 
ing the years 1950 to 1954 the lung cancer 
rates among the male population of three vil- 
lages in which the majority of the miners are 





932 SOUTHERN MEDICAL JOURNAL 


residing were consistently three to ninefold 
higher than those of the male population of 
Minnesota. Although such epidemiologic data 
may reflect serious bias and therefore do not 
permit any definite conclusions as to a causal 
relation between an exposure to iron oxide, 
the development of siderosis of the lung, and 
appearance of pulmonary cancer, the available 
evidence nevertheless justifies a thorough and 
comprehensive epidemiologic and medical 
study of workers groups inhaling iron oxide 
dust and fumes. 

Recent studies of Mancuso? in Ohio re- 
vealed an excessive frequency of cancer of the 
bladder in male residents of Cincinnati. Since 
observations made in this country and abroad 
have amply demonstrated that occupational 
exposure to certain aromatic amines, such as 
beta-naphthylamine, 4-aminodiphenyl and 
benzidine, produces a high liability to cancer 
of the bladder among exposed individuals, it 
may be advisable to ascertain whether the 
presence of such manufactures in Cincinnati 
has played a significant role in the production 
of an abnormally high number of cancers of 
the bladder among the inhabitants of Cin- 
cinnati for occupational or environmental 
reasons. 

Of equal importance from a medical and 
public health viewpoint is the observation of 
a Statistically significant excessive frequency 
of tumors of the brain in rubber workers, 
particularly those employed in the Akron area 
(Table 14). It is of special interest here to 
ascertain whether the statistical data reflect 
specific causal exposures. Only when such in- 
formation is available is it possible to draw 
definite conclusions regarding the existence of 
a brain tumor hazard for rubber workers and 


TABLE 14 
TUMORS OF THE BRAIN AMONG RUBBER WORKERS 
IN OHIO 


(Mancuso) 


Male Brain Tumor Deaths Among Rubber Workers 
Ages 25-64, Ohio, 1945-1950 








Number of Cancers Brain Tumors 


Group All Sites Number Percentage 
Control I 7,243 401 5.5 
Control II 3,153 ' 149 4.7 

Rubber Workers Union 107 13 12.1 
Akron Pop. 324 30 9.3 

Summit County Pop. 432 38 8.8 


Control I: Ohio male deaths 
Control II: Male deaths in 7 major cities of Ohio 
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to develop and institute rational and effective 
protective and preventive measures for the 
workers exposed to any agent or agents pos- 
sibly responsible for the occurrence of cerebral 
neoplasms. 


Conclusions 


1. The available evidence on the environ- 
mental causes of human cancers indicates that 
some cancers are definitely attributable to 
contact with a number of specific chemical 
and physical agents, while many others have 
probably a similar origin, because the individ- 
uals affected not infrequently had exposures 
to the same carcinogens for various reasons 
and developed cancers at sites corresponding 
to the route of contact and the chemical or 
physical nature of the particular agent. 


2. Modern industrialization has brought 
about an increased exposure of large popula- 
tion groups to known, suspected, or potential 
carcinogens as the result of occupational ac- 
tivities, use of industry-related consumer 
goods, synthetic medical chemicals, produc- 
tion of apparatus for ionizing radiation, and 
pollution of the air, water and soil with in- 
dustrial wastes. Real or potential public 
health hazards have been produced by this 
development which deserve serious attention 
by the medical profession and public health 
agencies. 

3. Since many of these recent environ- 
mental cancer hazards are predominant in, 
or are restricted to urban or industrialized 
communities, physicians and public health 
agencies operating on a county or city level 
can make valuable contributions to the study 
and the future control of these conditions. 

4. The methods to be employed in such ef- 
forts are fundamentally identical with the 
medical procedures and public health meas- 
ures successfully used in past decades for in- 
vestigating the etiology and epidemiology of 
communicable diseases. The factual data on 
hand regarding the specific environmental 
causes of human cancer problem may dupli- 
cate the experiences obtained in the field of 
infectious diseases and may open the way for 
a far-reaching control of human cancers by 
preventive and prophylactic measures. 
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Discussion (Abstract) 


Dr. Seward E. Miller, Washington, D. C. The most 
fortunate thing that can happen to any scientific 
problem is to be pursued by a man who makes it his 
“cause.” The scientific woods are full of “career” men, 
but men with a cause, devoted and dedicated, are few 
and far between. Beyond debate, Dr. Hueper is a man 
with a “cause,”—exogenous occupational cancer. For 
the most part, neither Dr. Hueper nor others have 
found any single cause of a thousand authentic cases 
of occupational cancers, but he has found a thousand 
carcinogenic agents, each responsible for as yet only 
a few proven cases. His present situation is not alto- 
gether unlike that of a lady and her maid. The young 
lady of the house gaily displayed a handsome new 
fur coat before the admiring maid, who exclaimed, 
“Where did you get it?” The answer, “I found a man 
with a thousand dollars.” A few months later, the 
maid pranced in wearing the mate to that fur coat. 
Then it was the young lady’s turn to exclaim, “Where 
did you get it?” The answer, “I found a thousand 
men with a dollar.” 

In late years, the trend of the maximum acceptable 
concentrations of chemicals, permitted in the working 
environment consistently has been downward. A few 
years ago there was a haggling over the fixing of a 
certain M. A. C. at 50 ppm. Now there is much less 
haggling when the level is dropped to 10 ppm. or 
some other lower level, and nitrogen dioxide, carbon 
tetrachloride, and benzol may be cited as examples. 
We suspect that previously, when a more liberal top 
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level was allowed, there must have been numerous 
subclinical or undiagnosed cases. This may mean that 
our diagnostic procedures, both clinical and laboratory, 
are not yet sufficiently precise to detect the early stages 
of many occupational diseases or pretoxicosis states. 


So it is with occupational cancers. Whenever Dr. 
Hueper, or anyone else, provides authentic records of 
one or a few cases of cancer from specific industrial 
chemical exposure, in all likelihood larger numbers 
of cases from that same chemical may have escaped 
detection because of inadequate diagnostic measures 
and because the exposure had not been labeled “sus- 
pected,” and physicians were not alert to this possible 
etiologic agent. One of Dr. Hueper’s contributions is 
to put out “alert flags.” He has connected certain 
carcinogenic agents with specific types of cancer, then 
brought this circumstance to public attention,—an in- 
valuable scientific and public service. 

Two elements of Dr. Hueper’s presentation have 
outstanding appeal. The first of these is the epidemio- 
logic approach. So forcefully has that been laid before 
you that little is left except to voice acceptance. Un- 
fortunately, for many physicians epidemiology is a 
tool limited to the communicable diseases. Few greater 
errors are so commonplace. There is epidemiology in 
all disease and disability about us,—in baldness, de- 
cayed teeth, flat feet, lightning strokes, and home ac- 
cidents. True, there are more pitfalls and uncertain- 
ties in the epidemiology of noncommunicable diseases. 
Dr. Hueper’s type of epidemiologic statistical analyses, 
applied to cancer investigations, affords possibly the 
best single instrument in the determination of a cause 
and effect relationship between environmental ex- 
posures and cancer occurrence. In this type of study 
lies, perhaps, our best opportunity to understand the 
mechanism of cancer production and bring enlighten- 
ment to this mysterious area. 


The second high appeal lies in Dr. Hueper’s tables, 
which reveal a much larger incidence of skin cancers 
in our southern states. At once, question arises as to 
the part played by sunlight. Beyond debate the dura- 
tion and intensity of ultraviolet exposure is accentu- 
ated in the South, although northern and western 
states are not without opportunities for this form of 
damage. Photosensitivity may make a peculiar contri- 
bution, but in its absence, ordinary sunlight is both 
the friend and foe of mankind. Simple keratoses, often 
the product of excessive exposure to sunlight, may 
pass on to low-grade malignancies, while senile kera- 
toses may be influenced as to origin and progress by 
sunlight. 

All considered, enlarged investigative work as to 
environment and cancer is sorely needed in our med- 
ical progress and no doubt offers the best opportunity 
to eventually “crack” this mystery of cancer and lay 
the basis for logical preventive programs. 
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The Use of Gamma Globulin 1n 


Allergy: 


HARRY S. BERNTON, M.D., Washington, D. C. 


Here is an interesting approach to some of the problems in allergy, though 
much study and evaluation will be needed for a final analysis. 


IN a srupy! published in June 1936, I noted 
that 71 or 16 per cent of 455 consecutive 
allergic patients attributed their asthmatic 
seizures to “colds.” Thus, approximately one 
patient in seven identifies himself with this 
group by a simple description of his disability. 
“A cold in the head brought on my first at- 
tack of asthma;” “My asthmatic spells are al- 
ways associated with head colds;” “I catch 
cold easily. It starts in my head and works 
down into my chest, causing asthma’”—these 
expressions are used by patients to indicate 
their chief complaint. Further analysis reveals 
that 58 per cent are numbered in the first two 
decades of life, 14 per cent in the third decade, 
17 per cent in the fourth decade, and the re- 
maining 12 per cent are 40 or more years old. 
Mothers justly bewail the frequency of “colds’’ 
in their children, which are followed by dis- 
abling asthma. 

The hereditary tendency in asthma has been 
stressed by both the early and recent investi- 
gators. It has been shown that 40 to 60 per 
cent of patients give a positive hereditary or 
familial history. My series yields a much high- 
er percentage in that 51 patients, or 72 per 
cent, have given a positive family history for 
some manifestation of allergy. Twenty pa- 
tients, or 8 per cent, have given a negative 
family history. The passing years have wit- 
nessed no change in the incidence of asthma 
as a sequel to upper respiratory infection. 

Practically every one is subject to the “com- 
mon colds.”” Especially noteworthy is the fact 
that only a very small proportion of the many 
victims of “colds” suffer from the asthmatic 
complication. The cause or causes of this dis- 
crepancy demands study. On the one hand, 
the interaction between the infectious agent 





*Read before the Section on Allergy, Southern Medical As- 
sociation, Fiftieth Annual Meeting, Washington, D. C., No- 
vember 12-15, 1956. 


and the vagal fibers, or the bronchial muscula- 
ture or both results in an asthmatic paroxysm, 
and, on the other hand, freedom from such 
reaction persists. 

The prevention of the “common cold” has 
to date proven elusive, and the care of chil- 
dren subject to “colds” and asthma has been 
most challenging. Halpern? has contributed a 
most valuable treatise on “Recurring Acute 
Respiratory Infections in Children.” He has 
outlined the varied factors in etiology and 
management, and he lists eight procedures es- 
sential to their control. Significantly, Halpern 
states: “Gamma globulin may be successful 
when other measures fail.”’ 


Use of Gamma Globulin 


The use of gamma globulin to aid in the 
control of upper respiratory infections in as- 
thmatic children was first reported by Bowen. 
Duitng the past eight years I have given gam- 
ma globulin to a group of patients, approxi- 
mately 300 in number, including children and 
adults. No untoward reactions have been en- 
countered. It is to be emphasized that the ad- 
ministration of gamma globulin is a prophy- 
lactic measure. It is an important supplement 
to the accepted procedures of specific desensi- 
tization, food restriction and environmental 
control, material and emotional. Gamma 
globulin was of necessity the sole reagent used 
in those individuals who were nonreactors to 
skin tests. The modus operandi has been en- 
tirely empirical. 

The doses have ranged from 1 to 10 cc. de- 
pending upon the availability of the material. 
The interval between doses has varied from 
two to four weeks. During the fall and winter 
months, when “colds” are more prevalent, the 
larger volumes have been given at shorter in- 
tervals. The clinical results have been most 
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oratifying in 80 per cent of our children 
treated. My judgment is that inadequate doses 
and four week intervals between doses of 
gamma globulin have been the chief causes of 
failure. It must not be overlooked that the 
half life of gamma globulin is between 12 to 
14 days in adults and longer in children. 
The following observations of two mothers 
of the underprivileged sector of our patients 
are noteworthy: “Colds are afraid to come 
ground him.” “No asthma, sure is good.” 
Other reports of patients are significant of 
the results achieved. “Dave was the last in 
the family to come down with “colds,” and 
the period of “cold” was shortened by five 
days.” Another parent states: “When my child 
now gets a ‘cold,’ she is in bed only a few 
days, while before she was in bed for a pe- 
riod of four to eight weeks. Her ‘colds’ no 
longer turn into asthma.” A third report 
reads: “Surprisingly few ‘colds,’ with a mini- 
mum of discomfort and no complications.” In 
a few families with multiple cases of “‘asth- 
matic bronchitis,” the controls, treated in the 
conventional manner, continued to 
“colds” and asthmatic symptoms. 


have 


Allergists of extensive clinical experience, 
impressed as they must be with the vagaries 
of asthma, will welcome such end results. The 
lessened tendency to “colds,” the curtailment 
of asthma as a complication of the “common 
cold” and the lessened interference with at- 
tendance at school not only enhance the hap- 
piness of the child but also of the family. A 
safeguard is thereby provided against the phys- 
ical limitations and physical deformities of 
the adult chronic asthmatic. The extended 
use of gamma globulin in these patients pro- 
vides an additional effective measure in the 
conservation of child health. 

It is significant that the serum gamma 
globulin content of the patients under discus- 
sion lies within the normal range. For ex- 
ample, the recent determinations of gamma 
globulin in four of our patients, age 4 to 6 
years, are as follow: 0.99 Gm., 0.67 Gm., 1.28 
Gm., and 0.75 Gm. per 100 cc. It is noteworthy 
that the readings in the last two patients, 
taken 9 months earlier are respectively 1.2 
and 0.7 Gm. per 100 cc. This is in sharp con- 
trast with cases of agammaglobulinemia, de- 
scribed by Bruton* and others,> in whom 
susceptibility to bacterial infections was most 
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marked. In adults with a low gamma globulin 
content, and most probably in normal sub- 
jects, the gamma globulin is distributed in a 
fluid volume equal approximately to 22 per 
cent of body weight. In children, the dose is 
distributed in volume of 15 per cent of body 
weight. Hence, to raise, within the limits of 
accuracy, the serum gamma globulin 50 mg. 
of 100 cc. in a 70 kilogram adult requires a 
dose of 7.7 Gm. or 46.5 cc. of Red Cross polio- 
myelitis immune globulin (160 mg. per cc.). 
Obviously such large volumes have been 
found neither practical nor necessary. The 
changes effected by the administration of 
gamma globulin must obviously be qualitative 
rather than quantitative. The inhibition of 
asthmatic symptoms even in the presence of 
infection of the respiratory tract is most strik- 
ing. For this development parents feel very 
grateful. 


Mode of Action 


The question, “By what mechanism does 
the gamma globulin afford protection?,” is 
one of great interest. The varieties of anti- 
bodies which have been identified in the 
gamma globulin fraction and which play an 
important role in immunity have been well 
established. These include in part diphtheria 
antitoxin, measles and mumps _ antibodies, 
neutralizing antibodies of Types 1 and 2 of 
poliomyelitis, and the neutralizing antibodies 
of Coxsackie A and B virus. 


It may not be amiss, therefore, to report 
the laboratory data on the supply of gamma 
globulin which I have given in treatment. 
Analysis by agar gel diffusion plate revealed 
no evidence of precipitation with the follow- 
ing antigens: extracts of house dust, ragweed 
pollen, timothy pollen, a mixture of pollen 
of six trees and of cottonseed antigen 1A, 
each containing 0.1 mg. TTN/cc. By means of 
the passive transfer technic, no reagins were 
demonstrable in the gamma globulin against 
the pollen extracts of ragweed, grasses and of 
the English plantain nor against the extracts 
of Alternaria and of house dust. These tests 
were performed on eight recipients. 

I am indebted to Dr. Wallace P. Rowe of 
the Laboratory of Infectious Diseases of the 
National Microbiological Institute for the 
following report: “We have run the Gamma 
Globulin specimen against the 10 established 
APC virus types. The tests were done at a 
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dilution of 1:100. At this dilution, the Gamma 
Globulin has good neutralizing antibody 
against Types 1, 3, and 7, and had partial 
neutralization of Types 2, 6, and 10. There 
was no neutralization of Types 4, 5, 8, or 9.” 

According to Reimann,® acute infections 
of the respiratory tract are caused by a group 
of viruses classified into 14 serotypes. In addi- 
tion to APC virus types, enumerated above, 
there remain the RI-ARD and PAP viruses. 
It becomes a matter of conjecture whether or 
not other agglutinins may be found in the 
same supply of gamma globulin. 

The partial list of agglutinins, present in 
the gamma globulin administered, may ex- 
plain the protection afforded the children. 
This is shown by the lessened tendency to 
“take cold” and by a marked reduction in 
the severity and duration of upper respiratory 
tract infections. This does not explain, how- 
ever, the absence of the inevitable asthmatic 
symptoms. I have, accordingly, advocated 
laboratory studies which may reveal some of 
the involved processes. A comparison of find- 
ings during normal periods, prodromal pe- 
riods and periods of infection could be made 
of those receiving treatment with those receiv- 
ing placebos. The agencies to which the wel- 
fare of children is entrusted should lend every 
encouragement for similar undertakings. 

Catarrhal vaccines, designed to control the 
secondary bacterial invaders in respiratory 
infections, have been extensively employed. 
To reinforce these vaccines with gamma glo- 
bulin seemed to be a logical step. According- 
ly, I have combined | cc. of gamma globulin 
with gradually increasing doses of the bac- 
terial vaccine as a_ prophylactic measure 
against “colds.” The favorable reports of this 
therapy from adult patients have attested to 
its value. It is also gratifying to have Pakula‘ 
add his confirmation that the measure “has 
been helpful.” The mechanism is quite ap- 
parent. The neutralizing antibodies present 
in the gamma globulin provide a passive im- 
munity against some of the types of viruses, 
whereas the bacterial vaccine is productive of 
an active immunity. 

In 1922, under the auspices of the Hygienic 
Laboratory of the United States Public 
Health Service, I was engaged in the study of 
the potency of commercial pollen extracts. 
This study® involved a survey of the technical 
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methods of extracting the allergen from the 
pollen grains. Despite differences in the ex- 
tracting media, the course of desensitization 
with pollen extracts had remained unchanged 
during the past forty years. 

Then came the era of blood-fractionation. 
As previously stated, gamma globulin was 
soon recognized as the arsenal for various 
antibodies. Very early, Wodehouse demon- 
strated by means of the passive transfer tech- 
nic the presence of ragweed reagins in the 
gamma _ globulin derived from _ placentas. 
Later, in 1956® he reported that a batch of 
gamma globulin, obtained from the general 
population along the Atlantic seaboard, 
showed “high reaginic titers for ragweed and 
timothy pollens.” Campbell and associates" 
concluded, by the use of electrophoresis. 
convection methods, that reagin activity was 
closely associated with alpha and beta glob- 
ulins, particularly in simple sensitivities, and 
that activity was to be found in all the glob- 
ulins in multisensitivity. 

To explore the possibilities of gamma glob- 
ulin, the only fraction available to me, as an 
adjunct in the prophylaxis of hay fever 
seemed, therefore, a logical undertaking. Dur- 
ing the years 1950 and 1951, I treated 108 hay 
fever patients with an extract of ragweed pol- 
len reinforced with American Red Cross 
gamma globulin. During the years 1952 and 
1953, I treated 217 patients sensitive to rag- 
weed, 148 with the regular pollen extract and 
69 with an extract reinforced with pooled 
gamma globulin. I am indebted to the Led- 
erle Laboratories Division of the American 
Cyanamid Company for their sympathetic co- 
operation in providing the reagents. The re- 
sults of these preliminary experiments were 
favorable and encouraging but not conclu- 
sive. 

However, the presence of specific reagins in 
the various blood fractions of ragweed sera, 
as demonstrated by Wodehouse,® Campbell 
and his associates,'? Vaughn, Menzel and 
Loveless and Cann necessitated the use of 
fractions derived from the blood or placentas 
of known ragweed sensitive patients. The co- 
operation of our local lying-in services was en- 
listed. Accordingly, from August 1951 to Feb- 
ruary 1953, I tested 113 parturient women for 
ragweed sensitiveness, who gave a history of 
hay fever or other allergic conditions. Of this 
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number, 41 yielded negative and 72 positive 
reactions with the ragweed pollens. In addi- 
tion, 500 cc. of blood were collected from 
each of four patients having acute hay fever 
during the ragweed season of 1952, and from 
each of two nonragweed patients during the 
same period for purpose of control. The 
placentas from ragweed patients and blood 
specimens from our tested cases were used in 
processing by the Lederle Laboratories. Of 
ereat significance were the results of tests 
performed with the gamma globulin derived 
from such processing. The potency of this 
reagin was marked by the beginning of a con- 
stitutional reaction in the test subject. Un- 
fortunately, due to conditions beyond control, 
the products of labor were rendered unfit for 
further clinical tests. 


Comment 


This report must not be regarded as the 
lamentation of frustration. It is made with 
the hope that others, strategically located, 
may enhance the value of our therapy. This 
hope is warranted by the work of Kempel! 
in an allied field. He produced vaccinia im- 
mune gamma globulin from 300 pints of 
blood donated by army recruits, successfully 
vaccinated 4 to 6 weeks prior to their blood 
donation. This material contained a consid- 
crable amount of neutralizing antibodies and 
was used in New Delhi and Madras in 1953. 
In the field trial there were 75 family contacts 
of smallpox cases who received vaccination 
alone. Of these 9 developed the disease. 
Among 54 persons who had received vaccinia 
immune gamma globulin as well as vaccina- 
tion upon contact none developed smallpox. 
“It is our conclusion from these observa- 
tions,” states Kempe, “that vaccinia immune 
gamma globulin may be a valuable adjunct 
to vaccination in the event of known exposure 
to smallpox among susceptible room con- 
tacts.” 

Equally encouraging is the report!’ con- 
cerning a 5 year old boy who developed vac- 
cinia gangrenosa. This is the eighth case re- 
ported in the literature and the only survivor. 
He was treated with hyperimmune vaccinal 
gamma globulin prepared from young males, 
successfully vaccinated 3 to 4 weeks previ- 
ously. All primary and metastatic lesions were 
healed in four and a half months after 
the first treatment. The analogy between 
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Kempe’s work and our plan of procedure is 
striking and is worthy of further investiga- 
tion. 


Summary 


1. The clinical experience with the ad- 
ministration of gamma globulin as a valuable 
adjunct in the control of asthmatic bronchitis 
has been described. 


2. The addition of gamma globulin to 


bacterial vaccines affords an additional safe- 
guard against “colds.” 


3. The therapeutic effect of the adminis- 
tration of pollen extracts, reinforced with the 
gamma globulin derived from cases of polle- 
nosis, is worthy of a more extended study. 
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Discussion (Abstract) 


Dr. Charles P. Wofford, Johnson City, Tenn. Dr. 
Bernton has devoted a great deal of effort and has 
spent much time in his study of these patients. His 
thesis is interesting and provocative and certainly 
merits further critical study. There are some inherent 
dangers in this suggested treatment which need inten- 
sive investigation, foremost of which is the possible 
suppressive effect of gamma globulin on the active 
production of various antibodies. This series is too 
small to show convincingly that asthma of the infec- 
tious type can be forestalled in this manner. However, 
it does open a broad field for further work. Very care- 
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ful analysis of future results is indicated before this 
method should be accepted for widespread use. 


My remarks will be directed along a somewhat dif- 
ferent line in an attempt to show where gamma glob- 
ulin may have a greater field of usefulness from the 
allergic standpoint. 

We can consider two phases of the research activi- 
ties which are in progress. The first involves studies in 
the production of antibodies and related phenomena, 
and the second those studies which are attempting to 
explain the immunologic differences between those 
diseases usually considered nonallergic, those in the 
borderline zone, and those usually considered def- 
initely allergic. 

In the first category, that of the production of 
antibodies, our confreres in biochemistry are making 
rapid strides, so rapid in fact that we clinicans can 
barely keep in sight of their advancing line of pro- 
gress. They have shown us already by electrophoretic 
patterns and by other means at their disposal that 
most antibodies are incorporated in the gamma glob- 
ulin fraction of plasma or serum, and that the site 
of formation of a large proportion of antibodies is in 
the plasma cells and less in the reticuloendothelial 
cells and the spleen. They have measured the half 
life of gamma globulin and have found it to be 9 to 
20 days. Even the various fractions of gamma globulin 
are being separated. Quantitative estimation of anti- 
bodies has been perfected and is now on a sound basis. 
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Detection of antigenic impurities and antisera contain- 
ing antibodies to more than a single antigen is now 
possible by using immunoelectrophoretic technics. 
Only last month the group headed by Dr. Joseph 
Stokes, Jr., of Philadelphia unveiled a new technic of 
repeated plasmaphoresis to secure hyperimmune gam- 
ma globulin in large quantities, making this available 
both for more intensive study and more effective 
treatment. These points serve merely to show some of 
the tremendous progress that is being made at this 
moment in basic research along this line. 

As to an explanation of the immunologic differ- 
ences between allergic and nonallergic diseases, we 
have a different situation. The key to this puzzle is 
not yet evident. It may be found shortly. When it is 
found our entire concept of allergy may be changed. 
Certainly it will not show itself in the field of path- 
ology, for there are no pathognomonic pathologic 
signs of allergy. Dr. Milton Bohrod brought this out 
brilliantly at the last meeting of the American Col- 
lege of Allergists in New York. The differences are 
certainly physiologic but they must be predicated on 
immunochemical alterations. Studies with gamma 
globulin are helping lead us closer to the answer. 

This whole subject poses big questions for us, It 
almost overwhelms us with its magnitude. But in its 
very bigness may lie the answers to the fundamental 
problems of allergy which have vexed us and hence 
lead to the simplification for which we all yearn. 
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Value of the Grantham Lobotomy: 


FRANK J. AYD, JR., M.D., Baltimore, Md. 


This type of lobotomy is unaccompanied by some of the untoward complications following 
other forms of psychosurgery. The author believes it has its clear-cut indications in types 
of conditions unresponsive to the tranquilizing drugs. 


THE THERAPEUTIC RESULTS obtained with 
chlorpromazine and reserpine in psychiatric 
hospitals has prompted many psychiatrists to 
state that these drugs will replace psycho- 
surgery. This is an unwarranted generaliza- 
tion disproved by clinical experience with 
these drugs. The tranquilizers are not an ef- 
fective treatment for psychotic depressive re- 
actions, severe obsessive-compulsive neuroses, 
pseudoneurotic schizophrenic reactions and 
many other chronic neuroses and _ psychoses. 
In addition, many patients who respond 
initially to these drugs later relapse and are 
resistant to further pharmacotherapy. These 
patients require treatment of another sort to 
overcome their disability. Many of them may 
be suitable candidates for modified psycho- 
surgery. 

The private practicing psychiatrist sees 
many nonhospitalized patients whose person- 
ality is relatively intact despite years of in- 
capacity from a chronic psychiatric illness 
which often is irremediable and resistant to 
the usual methods of psychiatric treatment, 
including the new tranquilizers. In fact, it is 
now commonplace for such patients to report 
that intensive treatment with these drugs 
either aggravated their illness or was inef- 
fective. These patients importune the psychi- 
atrist for relief from their insufferable state 
which may be due to persistent anxiety or 
depression, agonizing obsessions, tormenting 
phobias, recurrent doubts, or irresistible com- 
pulsions. This challenges the psychiatrist to 
select a therapy which at least will offer them 
a modicum of symptomatic relief. 

The Grantham lobotomy is a promising at- 
tack upon this difficult therapeutic problem. 
This method of selective destruction of the 
ventromedial quadrant of the prefrontal lobe 
by electrocoagulation has given relief from 





*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


neurotic suffering without the risk of many 
of the undesirable effects of conventional 
psychosurgery. 


_Technic and Postoperative Findings 


Under local or general anesthesia bilateral 
burr holes are made in the frontal area 6 to 8 
cm. from the glabella and 2.5 cm. lateral to 
the midline. The frontal horn of each lateral 
ventricle is injected with 10 cc. of air. Insu- 
lated electrodes are inserted into the frontal 
lobe parallel to the sagittal sinus and anterior 
to the frontal horn of the lateral ventricle 
until they meet the floor of the skull. Then 
the electrodes are withdrawn 2 cm. and their 
position checked by the x-ray. When the elec- 
trodes are parallel and properly inserted in 
the ventromedial quadrant, electrocoagula- 
tion is performed by turning on the current 
for 30 seconds at position 10 on the Universal 
Bovie electrosurgical unit. 


Postoperatively there may be _ transient 
pyrexia (up to 102 degrees), some cephalalgia 
which is relieved by analgesics, and infre- 
quently, nausea and vomiting. After recovery 
from the anesthetic there is not the confusion, 
disorientation, or retrograde amnesia which 
so often follow conventional psychosurgery. 
As a consequence of this and the absence of 
physical ill effects, most patients are ambula- 
tory by the second or third postoperative day 
and may be discharged from the hospital by 
the fourth or fifth postoperative day. 


Selection of Patients 


In selecting patients for the Grantham 
lobotomy, the degree of anxiety and its in- 
capacitating effects, its intractability, and the 
intactness of the personality must be consid- 
ered. These factors are found in chronic 
psychoneurotic anxiety reactions, severe ob- 
sessive-compulsive neuroses, chronic anxious 
depressions in the involutional period, chronic 
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involutional depressions unresponsive to 
electroconvulsive treatments, pseudoneurotic 
schizophrenia, and chronic paranoid and cata- 
tonic schizophrenia in patients who are more 
disabled by the intensity of their neurotic suf- 
fering than by delusions and hallucinations. 
If preoperative investigations, including Ror- 
schach and Funkenstein tests, disclose severe 
anxiety or depression regardless of the specific 
diagnostic classification, the patient is con- 
sidered a suitable candidate for psychosurgery, 
if there are no associated serious psychopathic 
or hysterical traits. 

Ilustrative cases are cited as follow. 

Case 1. This woman, aged 40, complained of per- 
sistent tension and apprehension, easy fatigability, feel- 
ings of inadequacy and inferiority, impaired concen- 
tration, phobias, irritability, crying spells and de- 
pression. She dreaded anxiety attacks with their 
somatic accompaniments which had occurred at least 
weekly for 8 years. Her previous treatment consisted 
of 2 years of psychoanalysis, several years of analytical- 
ly oriented psychotherapy, hospitalization and inten- 
sive treatment with large doses of Thorazine and 
Serpasil. 

The psychiatric examination revealed a highly moti- 
vated woman who struggled to discharge her marital, 
family, business and social obligations. Her previous 
analytically oriented psychotherapy and analysis had 
given her considerable insight into the dynamics of 
her illness but no symptomatic relief. The Rorschach 
diagnosis was psychoneurosis, mixed type with ob- 
sessive-compulsive features, chronic, severe. The Funk- 
enstein test disclosed anxiety precipitable by epineph- 
rine and a prolonged hypotensive response to Mecholyl 
(Group VI). 

A Grantham lobotomy resulted in an immediate 
reduction in anxiety and its concomitant symptoms. 
Five days later this patient was discharged from the 
hospital vastly improved. In the 2 years since her 
operation she has not required psychiatric treatment. 
She has been able to adequately cope with situations 
which formerly evoked intense emotional reactions. 
Funkenstein tests repeated at 6 months and 1 year 
postoperatively revealed normal reactions to epineph- 
rine and Mecholyl (Group III). 

Case 2. For 40 years this woman, aged 61, had con- 
sulted innumerable family physicians, internists, sur- 
geons and psychiatrists, because of psychosomatic 
symptoms. 

Her chief complaint was intractable pain in the lower 
abdomen. In a fruitless search for a physical cause 
for her symptoms she had repeated diagnostic studies 
which included 18 gastrointestinal series and barium 
enemas, and 2 exploratory laparotomies. Medical treat- 
ment of every type had failed to relieve her. Psycho- 
therapy, electroconvulsive therapy, psychiatric hos- 
pitalization, and intensive Thorazine therapy also had 
been ineffective. 


The psychiatric examination revealed a frail, puny 
woman weighing 78 pounds with a monomania about 
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her lower abdomen. She complained of constant misery 
in her right lower quadrant and constipation which 
made her nervous, irritable and worried. She at- 
tributed her chronic anorexia and insomnia to her 
abdominal discomfort. There was no evidence of a 
psychosis and she was diagnosed as having psycho- 
neurosis, hypochondriacal reaction, chronic, severe, 
This diagnosis was confirmed by Rorschach studies, 

Two days after a Grantham operation she was dis- 
charged from the hospital markedly improved. She no 
longer complained of abdominal pain, nervousness or 
insomnia. Her appetite improved and she gradually 
gained weight. For the first time in many years she 
assumed responsibility for her household duties and 
entered into social activities of her own volition. In 
the 2 years since her operation she has not seen a 
physician because “I’m well. I don’t need a doctor.” 
Her present weight is 120 pounds and she appears very 
healthy. 

Case 3. From early childhood this 26 year old 
woman had suffered with obsessions, doubts and 
phobias. These became intensified with overwhelming 
guilt feelings following a miscarriage. After several 
months of psychoanalysis she was hospitalized because 
of a deepening depression with suicidal ruminations. 
Sixteen electroconvulsive treatments produced some 
relief from her depressive symptoms but an exacerba- 
tion of anxiety. For 18 months she took between 600 
to 800 mg. Thorazine daily with only a modicum of 
relief. 

The psychiatric examination revealed a severely dis- 
tressed patient who spoke wearily of her obsessional 
symptoms and her fear of insanity which would con- 
fine her in a state hospital. There was no evidence of 
any compulsive behavior. The clinical and Rorschach 
diagnosis was preschizophrenic obsessional neurosis, 
chronic, severe. 

Six months ago this patient had a Grantham lobot- 
omy. She was discharged from the hospital on the 
third postoperative day moderately improved. Since 
then she has continued to improve and is practically 
symptom-free except when menstruating at which 
time she needs a mild sedative for anxiety. 

Case 4. This woman, age 74, had a lifelong history 
of anxiety with obsessional features. During the in- 
volutional period she became severely depressed. For 
the next 10 years she was in and out of psychiatric 
hospitals. During this time she had 420 electrocon- 
vulsive treatments which produced transient improve- 
ment. Her most recent treatment had been a year of 
Thorazine therapy with doses averaging 400 mg. daily. 

The psychiatric examination revealed an anxious de- 
pressed individual who had a morbid fear of further 
shock therapy. She wept continuously and expressed 
feelings of guilt, despondency and hopelessness. A 
Rorschach test confirmed the clinical diagnosis of in- 
volutional anxious depression. 

Five days after a Grantham lobotomy this patient 
was discharged from the hospital obviously better. In 
the ensuing 3 months she improved rapidly and be- 
came symptom-free. In the 2 years since her operation 
she has not needed psychiatric treatment. She now 
manages her own affairs and spends her time assisting 
with the care of geriatric patients in a home for the 
aged. 
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Case 5. Since her late teens this 38 year old woman 
had been under psychiatric treatment for what was 
initially diagnosed psychoneurosis. Her treatment had 
consisted of several years of psychotherapy with hos- 
pitalization at intervals and 120 electroconvulsive treat- 
ments. This was followed by 2 years of intensive treat- 
ment with Thorazine and Serpasil. 


The psychiatric examination revealed an anxious 
schizoid person. She was very ambivalent and cata- 
thymic thinking was apparent. Free association was 
difficult for her. She would do no more than reiterate 
her symptoms and was vaguely contradictory. The 
clinical and Rorschach diagnoses were pseudoneurotic 
schizophrenia. 

After a Grantham lobotomy she was markedly im- 
proved and was discharged from the hospital on the 
fourth postoperative day. For the past 2 years she has 
been free of her crippling anxiety. This has enabled 
her to run her home and work in her husband’s busi- 
ness. She has social oulets “more than she ever did in 
her life.” She has not required any further psychiatric 
treatment. 


Discussion 


Psychiatrists are reluctant to recommend 
psychosurgery because of the changes in per- 
sonality, intellectual deficits, and convulsions 
which have been a frequent aftermath of pre- 
frontal and transorbital lobotomies. These 
case reports demonstrate that the Grantham 
lobotomy can be employed with confidence 
for certain select patients, since the minimal 
damage to the cortex and the small subcortical 
lesion it produces substantially reduces the 
hazard of postoperative changes in personality 
and convulsions. Also there is the added ad- 
vantage that a second or third coagulation 
may be done if necessary without increasing 
the risk of adverse consequences. 

Every practitioner encounters the occasion- 
al patient whose physical condition prohibits 
the use of chemotherapy or other physical 
methods of treatment. Since the Grantham 
lobotomy places so little physical strain on 
the patient, especially when done under local 
anesthesia, it can be advised for such a patient 
rather than permit his suffering to continue 
unabated. 


Psychosurgery should never be considered 
as a last resort procedure. It is one facet of 
the total therapeutic program and should be 
followed by psychotherapy and other rehabil- 
itative measures. This is done easily after the 
Grantham lobotomy because of the absence 
of any surgically induced psychic disturbances. 
Patients who formerly were not amenable to 
psychotherapy or were unresponsive to elec- 
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troconvulsive therapy or drugs are more likely 
to react favorably to these therapies after the 
Grantham operation if such treatment is re- 
quired. 

Psychiatrists may ask if psychosurgery 
should be advised when other remedies, drug 
therapy for instance, may result in an equal 
amount of symptomatic relief. Every physician 
has a general obligation to use the treatment 
he considers best for his patient. He should 
choose that treatment which assures the quick- 
est remission with a minimal risk and ex- 
pense. Drug therapy is never without its in- 
herent dangers. In the treatment of chronic 
psychiatric disorders many years of expensive 
medication may be required. Of necessity the 
patient must be under the care of a psychia- 
trist. On the other hand the Grantham oper- 
ation causes almost immediate results. The 
patient does not require lengthy hospitaliza- 
tion or special nursing care, often is able to 
return to work within a month, and may need 
little or no further treatment. These factors 
make this operation preferable to the tedium, 
the inconvenience and the expense which 
other remedies such as drug therapy would 
involve. 


Summary 


This paper emphasizes that there is still a 
need for modified psychosurgery even though 
there have been advances in other forms of 
treatment for psychiatric disorders. For this 
reason attention is called to the value of the 
Grantham lobotomy for relieving symptoms 
refractory to other therapies. The technic of 
this operation, the postoperative findings, the 
criteria for the selection of patients, and il- 
lustrative case histories are presented. 


Discussion (Abstract) 


Dr. Milton Greenblatt, Boston, Mass. I am very 
happy to discuss the paper of Dr. Frank Ayd, which 
I find most interesting and to the point. This paper 
focuses on a procedure, the Grantham operation, 
which appears to be quite an advance in the psycho- 
surgical treatment of mental illness. Our interest in 
psychosurgery stems from 13 years ago when we first 
began to do full bilateral frontal lobotomies accord- 
ing to the Poppen technic, in chronic severely ill pa- 
tients. Our total experience since that time has in- 
cluded about 650 operations. The early series consisted 
only of bilateral operations; the later series consisted 
of bilateral, unilateral, and bimedial operations on 
essentially equivalent groups of cases. 


Our impression has been that psychosurgery is 
clearly capable of modifying the behavior of chronic 
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cases in a favorable direction although some untoward 
symptoms did occur such as tactlessness, outspokenness, 
and epileptiform seizures. The reduction in anxiety 
tension, worry and depression was very marked and, 
in many instances, intractable chronic anxiety neurosis 
or obsessive-compulsive disorders were remarkably 
relieved. 

In our most recent cases with limited operations, 
we are happy to report that desirable results were ob- 
tained while undesirable changes were reduced. The 
bimedial operation especially we advocate as a definite 
advance over larger sections, and this is thoroughly 
documented in five year follow-ups. Some 54 per cent 
of the bimedial patients were working full time and 
productively at five years as compared to only 6 per 
cent preoperatively. It is also interesting to note that 
postoperative improvement which is manifested at one 
year is usually maintained through five years and 
longer. 


Our over-all experience therefore favors the bimedial 
area as the most promising one for interruption of 
fibers in psychosurgical treatment. Therefore we are 
very happy that Grantham, MacIntyre, Ayd, and 
others have explored further the possibilities in the 
medial zone with delimitation further to the ventro- 
medial area. This modification would appear to have 
three major points to recommend it: (1) less brain 
destruction with less expected personality damage; 
(2) seizures reduced to the vanishing point; and (3) 
clear evidence that it can be used successfully in the 
less severely disorganized group—namely, cases of 
psychoneurosis, pseudoneurotic schizophrenia, etc. 

One major problem being discussed, the length and 
breadth of the land, is what to do for chronic cases 
with many approaches being advocated, including in- 
tensive psychotherapy, socio-environmental manipula- 
tion, regressive shock, pharmacotherapy, and _ psycho- 
surgery. Few of us can claim to be experts in knowing 
which approach is best for any given group of cases. 
What is needed now in our field is definitive com- 
parative investigation of different therapies in similar 
groups observed by the same workers. Until such time 
psychosurgery can certainly claim to be one important 
therapeutic approach to chronic mental illness. 
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Dr. James W. Watts, Washington, D. C. Dr. Ayd’s 
paper on the “Value of the Grantham Lobotomy” jis 
most interesting and timely. He brings to our atten- 
tion the point that the tranquilizing drugs, chlor- 
promazine and reserpine, which were greeted with so 
much enthusiasm have not proved a panacea in the 
treatment of mental disease. Many patients who re- 
sponded initially to these drugs later relapsed and are 
resistant to further pharmacotherapy. He then reports 
five patients who could not be controlled by prolonged 
drug therapy and shock therapy who responded fav- 
orably to the Grantham lobotomy. 

History tends to repeat itself. Early in our work 
with prefrontal lobotomy, Dr. Freeman and I operated 
upon a few schizophrenic individuals. “It was about 
this time, around 1938, that the shock method with 
insulin or Metrazol began to be used in this country, 
and, as a consequence for a period of about two years 
we no longer undertook operations in that type of 
case. Later on however when disappointing results of 
this form of treatment became evident and in certain 
individuals in whom the methods had been applied 
but without satisfactory results we cautiously began 
carrying out prefrontal lobotomy but by no means 
applying it indiscriminately.” 

As psvchosurgery has developed and more is learned 
about pathways concerned with emotional reactions, 
selective operations have been developed. We now 
know that the Grantham operation of electrocoagula- 
tion of the ventromedial quadrant of the frontal lobes, 
the bimedial operation employed at the Boston Psycho- 
pathic Hospital, cingulectomy, and transorbital lobot- 
omy have come to replace the original standard opera- 
tions of Freeman and Watts, and of Lyerly except in 
the most severe cases. There is still a need for modified 
psychosurgery even though there have been advances 
in other forms of treatment for psychiatric disorders. 
However, new horizons in the metabolic study and 
pharmacologic treatment of mental disorders may be 
opened by the discovery that adrenochrome, a sub- 
stance probably present in the human body, can pro- 
duce psychotic states. For some time to come I suspect 
that the pendulum may swing between drug therapy 
and psvchosurgery. 
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Electric Shock Treatment without 


Fear* 


IVERSON O. BROWNELL, M.D., Greenville, S.C. 


The patient’s fear of shock treatment frequently interferes either with its 
use or its completion if begun. It is obvious that fear must be reduced to 


a minimum by proper management of the patient. 


THIS TITLE IS LITERALLY INCORRECT since any 
patient undergoing a procedure which will 
make him unconscious, deprive him of his 
contact with reality and his memory for any 
length of time, is bound to be either fearful 
or anxious. However, I believe this paper is 
worthy of your time and consideration since 
too many patients who might need electric 
shock treatment, now or in the future, are 
needlessly frightened away from treatment. 
Electric shock treatment and fear have been 
mentioned briefly in many previous papers.1> 

No statistical analysis will be made. I am 
basing my statements on experience and in- 
dividual contacts in my own private practice, 
located in a southern community of 150,000 
people. In the past seven years 750 patients 
have been given a total of approximately 
10,000 electric shock treatments. Treatment 
has been given both in the Neuropsychiatric 
Section of the Greenville General Hospital 
and on an outpatient basis in my office. All 
of these treatments have been given only after 
the patient was anesthetized with Pentothal. 
During the past two and a half years, every 
patient has received succinylcholine chloride 
in addition to the Pentothal. 


I believe that most patients become fright- 
ened of electric shock treatment because of 
unpleasant association they make with the 
treatment; something they see, feel or hear. 
The student nurse in her three month affilia- 
tion becomes averse to electric shock treat- 
ment for the same reasons. Fear is contagious 
and is transmitted from patient to patient, 
doctor to patient and nurse to patient. 


In my experience patients who have re- 
ceived, or nurses who have helped with un- 





*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


modified electric shock treatment are fearful 
of shock treatment. I have had occasion to 
treat approximately 100 patients who have 
been treated previously with unmodified 
treatment. Almost without exception these pa- 
tients resist coming for help until they are 
desperate, maintain throughout treatment a 
real fear of the treatment and are usually the 
patients who, on an outpatient basis, try to 
terminate treatment prematurely. 


Patients remember different things to fear. 
Perhaps the most terrifying of these is the 
petit mal seizure which is not immediately 
covered by a major reaction. I believe I 
can best point out many sources of fear 
through unpleasant associations by citing 
some rather typical statements. Two state- 
ments are from nurses and one from a patient. 


Example 1. This statement is from a patient who 
received electric shock treatments in a very excellent 
private hospital. “I was dressed in a pajama-like suit 
and given a capsule. After a while they put me on a 
stretcher and wheeled me down the hall to the ele- 
vator. Then, I rode down on the elevator to a room 
on a lower floor. I was pretty hazy but they put me 
on a table and put something hard under my back. 
The doctor gave me a shot of something and I couldn’t 
breathe because someone had a mask over my face. 
I was sure I would suffocate. On days when I didn’t 
have treatment, I would see them bring my friends 
back to their rooms from downstairs. The worst part 
was the suffocation.” This patient associated electric 
shock treatment with suffocation. She probably re- 
ceived a curare-like drug without prior anesthesia.6 

Example 2. A student nurse, who had her psychiat- 
ric affiliation at a private hospital, enjoyed the af- 
filiation but disliked psychiatry because of her ex- 
perience with electric shock treatment. There, the 
procedure was to have all patients scheduled for treat- 
ment wait in a reception room, off the treatment room, 
until it come time for their treatment. Soft music 
played in the background but did little to reduce 
anxiety in the patients waiting their turn since they 
could hear the initial outcry of their fellow-patient 
in the adjoining treatment room receiving his un- 
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modified treatment. The same nurse, and others with 
whom I have talked, disliked intensely the convulsive 
phase of unmodified treatment and avoided this as- 
signment whenever possible. 


Example 3. Fifteen to 30 patients scheduled for 
treatment awaited their turn in the day room of a 
much better than average state hospital. When called 
for treatment the patient came into another large 
room in which the treatment table was partially 
screened from the rest of the room. On the floor of 
that room was a mattress for each patient and the 
patient for treatment could glimpse his predecessors 
on the mattresses, in various stages of recovery. The 
patient placed himself on the treatment table and had 
a make-shift rubber gag placed between his teeth. 
Electrodes were applied and he was surrounded and 
held down by four to six attendants or nurses while 
he convulsed. When the patient’s respiration had 
leveled out and his color was good, he was taken to 
a mattress to recover from his treatment. 

These are examples of some current pro- 
cedures employed in administering electric 
shock treatment. Each of these methods allow 
unpleasant associations to enter into treat- 
ment, giving rise to fear of treatment. A pa- 
tient once fearful of electric shock treatment 
remains frightened. He talks to his friends, 
neighbors and prospective patients and they 
develop a fearful concept of electric shock 
treatment. This fear of electric shock treat- 
ment is inadvertently fed by the popular mag- 
azines, press, radio and television. You can 
imagine if you will, the reaction of patients 
I was currently treating without difficulty, 
when I returned from the A.P.A. meeting in 
May to find on the front page of the daily 
newspaper, a three column bold-type state- 
ment quoting one of the principal speakers 
of the meeting in this way: “Electric shock is 
dramatic and brutal and its effects are transi- 
tory. Moreover, sometimes the treatment 
leaves organic syndromes more serious than 
broken backs, such as the loss of memory or 
impulsive and violent behavior.” 

A movie currently playing in most cities is 
not content to show a patient receiving an 
unmodified treatment but depicts the patient 
receiving two exaggerated convulsions. A 
documentary television show of the past win- 
ter showed a shock treatment complete with 
the unmodified grand mal seizure and at- 
tendants restraining the patient. It is rare 
nowadays to pick up a popular magazine that 
does not contain some article about psychiatry, 
many of them describing E.S.T. in a way that 
makes a person reading the article dread the 
idea of treatment. 
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The treatment methods we employ and our 
success or failure in dealing with the patient, 
an already anxious individual, will determine, 
not entirely but in great part, the patient's 
fear or lack of fear of treatment. This reflects 
on the staff in training and, in the long run, 
on the public through the media mentioned 
above. I believe it is more important that the 
patient be treated as an anxious, hearing, 
seeing, feeling individual, and that he be sub- 
jected to the absolute minimum of psychic 
trauma from unpleasant associations with 
treatment. This opinion is shared by others 
and has been treated in some detail by Tietz 
and Gratjahn.* 

From the patient’s standpoint, it is doubly 
important that he not be frightened away 
from a treatment that will benefit him. I 
recognize electric shock as a symptomatic 
treatment of proven value in cutting short 
suffering, hospitalization and incapacitation 
of the depressive and some of the acute schizo- 
phrenic illnesses. The patient successfully 
treated with electric shock treatment more 
often than not is a candidate for a recurrence 
of his symptoms sometime in the future. If he 
has no fear of treatment, he is likely to re- 
member it as something that helped him dur- 
ing his previous illness and will return for 
help early in a subsequent illness. 


I believe that fear of treatment can be kept 
at a minimum by understanding, by tactful 
personnel and by attention to detail. I have 
worked out a plan of treatment for the hos- 
pital and office which I believe is safe, non- 
traumatic and relatively free of fear-producing 
features. No claims of originality is made for 
the basic plan of the treatment but I believe 
it merits a rather detailed description which 
will be divided into three parts, namely, the 
introduction to treatment, the pretreatment 
phase and the treatment itself. 


Method of Treatment 


Introduction of the Patient to Treatment. 
When it has been decided that electric shock 
treatment is indicated for a patient he is told 
that he should have some “treatments” which 
stand a very good chance of shortening his 
period of illness. He may or may not want to 
know what kind of treatment he needs. If he 
does, he is told that the plan is to give him 
electric shock treatment. It is explained that 
he has a great deal to gain from treatment 
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even though, as in all medical procedures, 
some slight risk is involved. He is told that 
he will be forgetful during, and for a time 
after his treatment. He is told that he will re- 
ceive a medicine in his arm which will quick- 
ly put him to sleep and that he will then be 
given a second drug which will practically 
eliminate any muscular or convulsive reaction. 
The patient is usually quite pleased to find 
that he will be asleep and that he will not 
have a shaking convulsion. Since I have had 
no fractures in two and a half years by the 
use of succinylcholine chloride, the possibility 
of fracture is touched on only lightly in the 
discussion. The patient is told he will prob- 
ably not feel much better before the third or 
fourth treatment and that the number of 
treatments will depend on his response to 
treatment. In the case of outpatient treat- 
ment, he will plan to be at the office for about 
one hour with each treatment. Essentially this 
same material is presented to responsible 
members of the patient’s family, with the ex- 
ception that the possibility of an unexpected 
catastrophe is considered more definitely. 
This is particularly true in patients of poor 
physical risk and in the elderly patient. The 
person responsible for the patient, or the pa- 
tient himself signs a permit for treatment. 
Any questions the patient or the family may 
have are answered directly and honestly as 
they arise. 

Whenever there is no contraindication, I 
prefer to treat patients on an outpatient basis. 
In such case the patient is given an appoint- 
ment for his treatment with the understand- 
ing that someone will come with him and be 
responsible for getting him home and looking 
after him at home. He is instructed, if he 
comes early in the morning, to omit his break- 
fast, or if in the afternoon, to omit his lunch. 
If he is scheduled for a treatment late in the 
morning, he may have toast and coffee at 
about 7 a.m. He is given several atropine 
tablets, 1/50 gr.,7 with instructions to place 
one under his tongue 30 minutes before his 
scheduled treatment. He and the family are 
given a printed sheet of instructions and ex- 
planations to reassure them about his memory 
and remind them of his limitations as treat- 
ment progresses. 


Pretreatment Phase. My office has five 
bright attractive private treatment rooms, 
each containing an ordinary hospital bed. 
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When the patient arrives for his treatment he 
is met in the waiting room by the nurse who 
is relaxed pleasant and optimistic. She takes 
him by the bathroom to void, and then to the 
treatment room. In this time, the patient 
neither sees nor hears any other patient in 
any of the other rooms. Music is piped into 
the area, both to reduce tension and to cover 
extraneous noises from any of the other pa- 
tients or from the working personnel. 


On arrival in the treatment room he is in- 
structed to slip his shoes and coat off and get 
into the bed (the bed being arranged with the 
pillow at the foot to facilitate working over 
the lower end of the bed). He is covered with 
a sheet and is instructed to remove his false 
teeth and glasses, if any. While the patient is 
getting settled ‘in bed, the nurse talks with 
him in a friendly way about how he has been 
feeling and what he has been doing. Note 
that the patient is not required to dress in 
any specific clothing; he is not asked to re- 
move anything that might possibly be broken, 
such as a watch; he is not asked to empty his 
pockets or divest himself of metal objects. A 
female patient is not made to remove her hair 
pins. These measures, when carried out, only 
add to the fearful association of treatment 
with violence or electrocution. 


Treatment Phase. Prior to the arrival of 
the patient the nurse has prepared 20 cc. of 
a 2 per cent solution of Pentothal in a 20 cc. 
syringe, to which is attached a No. 23 needle. 
This is waiting in the treatment room along 
with a sterile 2 cc. syringe. Since waiting 
makes a patient more anxious, I try to come 
to the room soon after the patient is settled 
and decide his need for the treatment. 
The atmosphere of treatment is kept at a 
light optimistic level as I inject the Pento- 
thal intravenously. The No. 23 needle is a 
safeguard against injecting the Pentothal too 
rapidly and, in addition, is less traumatic and 
more successful where small veins are in- 
volved. The injection of Pentothal is con- 
tinued until the patient is asleep. Sleep is us- 
ually judged by flaccid cheeks, yawning or a 
fixed stare. The total amount of Pentothal 
required is rarely over 20 cc. and usually 
amounts to 10 to 15 cc. or 0.2 to 0.36 Gm. of 
Pentothal per treatment. While Pentothal is 
being injected the nurse draws succinylcholine 
chloride into the 2 cc. syringe,—usually 30 
mg. for women and 40 mg. for men. With the 
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completion of the Pentothal induction, the 
two syringes are exchanged and the succinyl- 
choline chloride is injected through the same 
needle fairly rapidly. Immediately upon ex- 
changing syringes the nurse wheels in the 
resuscitator and the electric shock machine. 
Bitemporal electrodes are applied with an 
elastic headband and an Oberto mouth prop 
is placed between the teeth. (This particular 
soft rubber mouth prop is used because of its 
superiority in protecting the tongue and lips 
and its effectiveness in distributing the bite 
evenly among the teeth.) By this time the 
succinylcholine is becoming effective and the 
resuscitator is used for five or six respiratory 
exchanges, or until there is no respiratory re- 
sistance on the part of the patient. The pa- 
tient is then given his elcetric shock treat- 
ment, using a machine manufactured by 
Lektra Laboratories—Model 160-G with Glis- 
sando modification. Seizure level is deter- 
mined by plantar flexion, with tonic and 
clonic movements of the feet. The electrodes 
and electrode jelly are removed and resuscita- 
tion resumed while the abortive seizure is con- 
tinuing. Resuscitation is continued until the 
patient’s respiratory efforts reverse the rhythm 
of the resuscitator. In the event there is any 
obstruction to the movement of air, a pharyn- 
geal airway is inserted. The patient is then 
turned on his side, the upper leg and thigh 
flexed and head extended. I remain with the 
patient until normal free respiration is es- 
tablished and the patient is beyond difficulty. 
The nurse and one attendant stay with the 
patient from this point on, and as he begins 
to wake up a member of family is brought in 
to remain with him until he is able to leave 
the office. The patient is able to leave the 
office without returning to the waiting room 
in his still somewhat bewildered state. 

It is important to point out several things 
about this phase of treatment. The doctor and 
the nurse are friendly, relaxed and confident 
so that the patient absorbs no fear from them. 
The patient sees and hears nothing to frighten 
him since he does not see the equipment 
which is to be used. (This matter of having 
the equipment outside the patient’s room is 
less important after the first few treatments 
when the patient has become less anxious 
about treatment.) He sees no other patient in 
any distressful postshock stage. He hears noth- 
ing to frighten him, because he is in a room 
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to himself and music covers any disturbing 
noises. 

All he can tell you about his treatment is 
that he gets into the bed, has some medicine 
put in his arm and goes to sleep. He knows 
nothing about the application of electrodes 
and remembers nothing of having a prop put 
into his mouth. He knows nothing about the 
unpleasant effect of succinylcholine alone. He 
has no memory of being held down since no 
one restrains him during his treatment. He is 
never cyanotic or gasping for breath.’ He has 
no convulsion of any significance so he has no 
muscle soreness to remind him of any violence 
of treatment. He has no restless period follow- 
ing electric shock and no postelectric shock 
excitement. He feels less confused and dis- 
oriented with a member of the family by his 
side as he wakes up. By not leaving through 
the waiting room, he is less embarrassed about 
his impaired orientation and does not disturb 
other patients who may be waiting. No one 
has had to move him during treatment or 
the post-treatment phase, except to turn him 
on his side. The nurses in training are not 
frightened by treatment since the patient has 
a minimal convulsion, if any, is never cyanotic 
and is never excited. They feel the patient 
is in no distress and that the patient’s vital 
functions are controlled. 

Essentially this same procedure is used in 
the 13 bed psychiatric floor of the General 
Hospital, the patient’s room being used as 
the treatment room and the treatment equip- 
ment moved to him. This technic may appear 
to be rather involved. However, in practice 
it is not difficult, time consuming or ex- 
pensive. The time involved per treatment is 
roughly seven minutes. Necessary personnel 
are the doctor, a nurse and an attendant. The 
expense of the drugs used in treatment is less 
than fifty cents per treatment. This technic 
of treatment is applicable to hospitals or of- 
fices of any size, even when many patients 
are under treatment and personnel is limited. 


In spite of two cardiac deaths in this series, 
this method of administering electric shock 
treatment is safer than the conventional 
method of treatment and superior to conven- 
tional treatment in patients with surgical, 
orthopedic or cardiac complications. This 
treatment method is used routinely with all 
patients receiving electric shock treatment be- 
cause it is essentially devoid of anything that 
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might frighten him. Beyond the safety factor 
it is our responsibility as physicians to protect 
our patients from misinterpretations or as- 
sociations that might make them fearful of 
treatment. Conventional methods of admin- 
istering electric shock treatment cause the 
nurse in her training to dislike electric shock 
treatment. 


Conclusions 


Electric shock therapy remains a valuable 
method of treating selected emotional ill- 
nesses. Fear of such treatment too frequently 
causes a patient to avoid or interrupt treat- 
ment. It is my opinion that most fear of treat- 
ment, however expressed, arises originally 
from the doctor-patient relationship and from 
technics which have frightened the patient o1 
the observer. Although electric shock treat- 
ment is only one aspect of the total treatment 
of selected patients, the manner in which it 
is used has a great deal to do with the success 
or failure of the total treatment program. 


I have presented a detailed approach and 
technic of electric shock treatment which has 
proved relatively free of fear-producing 
factors. 
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Discussion (Abstract 


Dr. Charles Watkins, New Orleans, La. Dr. Brownell 
is to be congratulated on an excellent presentation. 
He has revealed himself to be a physician extremely 
sensitive to his patients needs, and imaginative in de- 
vising methods to protect the patient from unnecessary 
trauma. Although he did not classify the types of 
anxiety which occur in patients undergoing E.S.T., I 
believe that this should be done. In my experience 
there are three main categories: (1) The patient who 
is primarily anxious and has accompanying depressive 
affect. (2) The patient who develops anxiety concur- 
tently with the development of confusion and memory 
loss due to E.S.T. (3) The patient who develops 
anxiety because of the psychologic trauma which may 
be associated with E.S.T. 
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I believe that the first and second type would be 
relatively unaffected by the routine outlined by Dr. 
Brownell. He himself gives as examples patients who 
would fit into class three. 


It is this third group which makes up the larger 
number of patients who terminate prematurely, or 
who are extremely difficult to handle during the 
course of treatment. We have had outlined to us a 
method by which the frequency of unsuccessful treat- 
ments may be reduced. It is important for us to recog- 
nize, however, that the thought and effort that Dr. 
Brownell has given to this particular aspect of his 
practice must be a reflection of his general attitude 
toward his patients. They undoubtedly derive a great 
deal of psychologic support from him. This general 
support must not be discounted as a possible factor 
in the relief of anxiety. It is perhaps wise to suggest 
that the establishment of a treatment routine such 
as this might be much less effective, if it is instituted 
for purely mechanical reasons. 


In summary, we can say that Dr. Brownell, in his 
paper has presented three important factors in re- 
lieving anxiety of patients undergoing E.S.T. (1) A 
recognition that the physician, or the treatment process 
itself may be traumatic, and may aggravate anxiety. 
(2) Careful preparation so that this will not occur. 
(3) A general sensitivity to the patients needs which 
calls forth an effort to relieve as much as possible the 
anxieties the patient brings to treatment. 


Again, I would like to commend Dr. Brownell on 
his presentation. I believe we should all re-evaluate 
our own technics in the light of what we see Dr. 
Brownell doing. If we are deficient we should search 
for the cause. 


Dr. Alfred Gallinek, New York, N. Y. I am very 
grateful, indeed, for the opportunity to discuss briefly 
Dr. Brownell’s important contribution. I am in a posi- 
tion to emphasize statistically the importance of this 
subject inasmuch as my own statistics show that 4 
per cent of all patients who are advised to undergo 
electric shock refuse therapy because of fear. Of 
100 treated patients interviewed during and after the 
course of therapy, particularly in regard to presence 
of fear, 67 revealed various degrees and modalities of 
fear exceeding what could be classified as reasonable 
concern. The following types of fear could be differ- 
entiated: 


(a) Somatogenic fear precipitated by the somatic 
sequelae of electric shock. 

(b) Unreasonable concern and fear in premorbidly 
anxious patients (fear of electrocution, going to sleep, 
losing control), This type of fear is usually seen in 
anxiety depressions and decreases with the progress 
of treatment. 

(c) Fear of the treatment integrated into the struc- 
ture of psychosis. Paranoid and occasionally depressive 
patients may consider the treatment as a persecutory 
act or a punishment. 


(d) The frightening experience of unfamiliarity, 
disconnection from the past and future. In contrast 
to the patient who wakes up from anesthesia after 
surgery, the patient waking up after electric shock 
therapy does not recover consciousness, memory and 
orientation simultaneously; the return of consciousness 
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precedes the regaining of memory and orientation. 
This results in an experience of profound unfamiliar- 
ity, which in return precipitates fear and even anxiety; 
the patient is not only disconnected from the past but 
also unable to project himself into the future. 

Dr. Brownell’s and my management of the fear are 
somewhat different since I do not use intravenous 
anesthesia or succinylcholine routinely but only with 
special indications. I am in full agreement with Dr. 
Brownell that petit mal seizures must be avoided, 
which is always possible by using the multiple shift- 
ing technic. Dr. Brownell has made many very fine 
points all of which will be helpful in reducing fear. 
Reasonable concern, somatogenic fear, fear in pre- 
morbidly anxious patients can be successfully handled 
by the refined technic which Dr. Brownell has de- 
scribed. Detailed pretreatment discussions, intravenous 
anesthesia, succinylcholine, antihistaminics for nausea, 
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amphetamines for the hangover effect of the anes. 
thesia, wider spacing of the treatments and tapering 
off with the unidirectional Reiter current will all] 
contribute to combat fear. The fear and anxiety which 
theoretically is the most interesting one, and which 
I am inclined to relate to the experience of un- 
familiarity and disconnection from the past and future 
and which increases with the progress of treatment, 
in my experience, does not yield completely to any 
approach. It is not abolished by the use of intravenous 
anesthesias or the use of succinylcholine or unidirec- 
tional currents. Reassurance during the period of 
awakening, confrontation with familiar persons and 
good psychiatric contact are helpful in a limited way. 

In all other types of fear, the careful and refined 
approach as presented by Dr. Brownell will be of 
eminent benefit, and we are all indebted to him for 
his lucid and clarifying presentation. 
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Medical Standards tor Licensing 
Drivers of Federally Owned Motor 


Vehicles 


VERNE K. HARVEY, M.D.,t Washington, D.C. 


Careful evaluation of the physical state of the auto operator is a matter of common 
sense both for the safety of the driver and the public he meets on the road. 
Government employees should meet the necessary criteria of health. 


PuBLic LAW 766 ol the 83rd Congress, in ordet 
to express Congressional policy, provided for 
the establishment of procedures to insure sale 
operation of government-owned motor vehi- 
cles. It directs the Commission to issue ap- 
propriate regulations and directs agency heads 
to issue necessary directives in accordance 
with such regulations to carry out this policy. 
Section 211 (j) reads as follows: 

“The United States Civil Service Commission shall 
issue regulations to govern executive agencies in 
authorizing civilian personnel to operate Government- 
owned motor vehicles for official purposes within the 
continental United States, its Territories, and _pos- 
sessions. Such regulations shall prescribe standards of 
physical fitness for authorized operators and may re- 
quire Operators and prospective operators to obtain 
such State and local licenses or permits as would be 
required for the operation by them of similar vehicles 
for other than official purposes. The head of each 
executive agency shall issue such orders and directives 
as may be necessary to comply with such regulations 
and shall make appropriate provisions therein for 
periodically testing the physical fitness of operators 
and prospective operators and for the suspension and 
revocation of authorizations to operate.” 


We believe that the Commission has the 
opportunity through this program to make a 
very important contribution to the safety and 
well-being of government employees and to 
the reduction of needless costs and property 
damage due to accidents. It can give leader- 
ship to, and capitalize on the efforts of, the 
many dedicated individuals who have been 
working toward common safety objectives for 
many years. In return it will be able to count 
on the enthusiastic and essential support ol 





*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Fiftieth Annual Meeting, 
Washington, D. C., November 12-15, 1956. 


; Wem the U. S. Civil Service Commission, Washington 25, 
¢ 


these agency salety and personnel olticials and 
of the Federal Safety Council. For these 
groups, PL 766 and the regulations they have 
helped us work out, offer a necessary lever to 
activate a realistic program in an area in 
which the work done has fallen far behind 
expressed intentions to do something. 

The public-relations implications of this 
program are most important. Safe driving is 
a national problem. The standards the Fed- 
eral Government adopts will, by sheer size 
and force of example, have a great impact on 
state and local practices. At the same time, 
because Federal employees use state highways, 
their behavior while driving contributes to 
the public attitude toward government and 
its employees. What the Federal Government 
does should, wherever possible, avoid conflict 
with the state policies and laws, and, con- 
structively, earn the cooperation of state of- 
ficials for the joint resolution of the many 
problems that exist. 

Several large executive departments and 
agencies, such as the military departments, 
have already developed quite elaborate pro- 
grams and detailed procedures designed to 
meet objectives similar to those of PL 766. 
This law, however, is the first positive step 
to bring about a well-defined uniform attack 
on the safety problem. of government-owned 
vehicles. 


The field of safety, particularly in motor 
vehicle operation, has many fads and many 
vocal proponents of widely different technics 
and attitudes as to how to improve safe driv- 
ing. No doubt this is due to the relatively 
small amount of positive information which 
research has been able to develop as to the 
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specific human tactors that contribute to sate 
driving. 

Phe Conmunission’s approach, as retlected in 
its competitive standards and in various 
presentations, has been: 

|. To emphasize the driver applicant's 
safety record. This experience requirement 
first screens out those who do not know how 
to drive. However, it is not foolproof for per- 
sons with driving experience. It screens out 
those who have already been caught for bad 
habits in driving but passes those lucky ones 
who do not have the bad records that thei 
driving deserves. 

2. ‘To apply physical requirements to as- 
sure that the applicants will not be a hazard 
to themselves or others. These requirements 
have becn held to a minimum consistent with 
job duties. Physical requirements which are 
unduly rigid would screen out many persons 
who demonstrate every day that thev are care- 
ful drivers. .\ further consideration is that 
the application of unnecessarily high physical 
requirements would be contrary to the Com 
mission’s and the President’s expressed policy 
to permit disabled veterans and the handi 
capped the opportunity for productive work 
(which includes driving) if they are able to 
do so without hazard to themselves or othe 
persons. 
$. To apply a road test which emphasizes 
not skill or knowledge of driving, but the 
habits of the driver. 

41. To permit adding to the Commission's 
requirements special agency tests, on particu- 
lar kinds of equipment, for example, where 
such requirements can properly be made a 
part of the total examination process (includ- 
ing the probationary period). 

5. ‘To require a state license, not because 
this will ensure safe drivers, but because it 
will offer an additional kind of evidence, will 
conform to state interest, and will at least 
indicate a knowledge of local rules and prac- 
tices. 

‘The Commission has resisted the adoption 
ol psychophysical tests and other superficially 
plausible selection devices whose value fo 
predicting safe driving has not been proved. 
Che isolation of factors which relate to safe 
driving presents a continuing problem on 
which research is unusually difficult, because 


of the tremendous variety of uncontrolled 
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factors. However, our stall has continued to 
be alert to opportunities to study new technics 
by our own resources, or to apply the best 
available information developed elsewhere 
The implications of this for the present pro 
gram are that we have continued in a con 
servative approach. We try to stay within the 
bounds of scientific knowledge and _ reason 
and do not recommend the adoption of costly 
but unverified devices which are popular in 
some other jurisdictions. 

Size of the program. It is estimated thai 
government civilian agencies alone have al 
most 100,000 vehicles. In addition, the De. 
partment of Defense uses a number that are 
not classed as “military vehicles.” It is also 
estimated that over 200,000 federal civilian 
employees drive government-owned vehicles 
in the performance of their regular duties, 
either on a full-time, part-time, or an oc. 
casional basis. These are regular operators, 
such as truck or bus drivers. Equally im- 
portant from the standpoint of accident pre 
vention are several thousand other Federal 
employees who may, as occasion demands, be 
called upon to drive government vehicles 
while executing government business but for 
whom driving is not a part of regular duties. 
These incidental operators serve in such posi- 
tions as soil scientist, forester, public health 
nurse, F.B.[. agent, etc. Since the motor vehi- 
cle program directly affects a very substantial 
part of the total Federal population, even a 
small percentage improvement in safe driving 
behavior should provide savings of impressive 
proportions. 

With respect to entrance to operator posi- 
tions, the physical requirements have been 
well established. For this phase of the pro- 
gram only minor modifications have been 
made. A more difficult problem is to imple- 
ment the requirement of the law “for periodic 
testing of the physical fitness of operators and 
prospective operators.” It was agreed that the 
physical standards necessary for safe driving 
should apply to operators and incidental oper- 
ators, and to issuance and renewals of identi- 
fication cards. 


How should the test of physical fitness be 
made? The basic problem is whether inci- 
dental operators and all persons holding cards 
subject to renewal procedures should be re- 
quired to have a physical examination by a 
physician or whether some alternative pro 
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cedure which might achieve the same safety 
objectives could apply. We considered care- 
fully the fact that medical examinations for 
every permit renewal would be very costly. 
Question was raised as to whether a routine 
examination by a physician would be likely 
to identify a sufficient number of serious 
physical conditions related to accident likeli- 
hood as to justify the cost. Agencies were also 
concerned over the possible difficulty in ob- 
taining medical examinations in or near re- 
mote field installations. 

An alternative proposal was that the agency 
review periodically the employee's driving 
record, as well as a current statement by the 
employee as to his physical condition and 
symptoms up to the time of issue or renewal. 
This statement would be carefully reviewed 
by a responsible agency official and the em- 
ployee referred for a full medical examination 
by a physician only if certain indications war- 
ranted. We were fully aware of the somewhat 
ereater risks inherent in this procedure, par- 
ticularly if the employee falsifies his state- 
ment. It was felt, however, that without a 
positive showing of the need for examination 
by a physician for every operator at a periodic 
interval, we are not justified at this time in 
provoking heavier costs and administrative 
problems than appear necessary. We feel this 
approach is a realistic one, until our knowl- 
edge of the relationship of specific physical 
conditions to accident probability is better 
known. 

We proposed, therefore, that in authorizing 
incidental operators to drive and in con- 
nection with all renewal procedures, the 
agency apply specific physical criteria (pub- 
lished as an appendix to the regulations) 
either by a physician’s examination if it pre- 
fers, or by utilizing a new physical fitness 
form (Standard Form 47) and procedure. The 
form would be filled out by the operator and 
reviewed by the proper agency lay official. 
If positive answers are given to certain ques- 
tions, the operator would be required to be 
examined by a doctor. The doctor’s finding 
would be used by the agency (as is the case 
with other medical examinations) as an ad- 
visory opinion, except that any finding which 
would lead to the removal of the employee or 
failure to reissue his authorization would have 
to be based upon referral of the case to and 
recommendation by a Federal medical officer. 
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If the Federal medical officer so recom- 
mended, the agency would be required to sus- 
pend or remove the employee. By this means 
we believe that the physical standards and pro- 
cedures are likely to have a more uniform in- 
terpretation throughout the country. 


Steps to implement the proposed procedure. 
The specific standards for these positions 
were developed by the Medical Division of the 
Civil Service Commission. These standards 
apply to incidental operators as well as to 
regular operators, with only minor adjust- 
ments. Although there may be a difference 
in the hazard exposure for incidental opera- 
tors, they have a higher accident frequency 
and their physical standards cannot be 
lowered further without unduly increasing 
the government’s risk. An existing examina- 
tion specifications are reviewed, they will be 
revised accordingly. 

With respect to the periodicity it was de- 
cided from a medical and experience stand- 
point that the review should be made no less 
often than every three years. Agencies may, 
of course, make such reviews more often, and 
can at any time require a fitness for duty 
examination for an employee. 

Legal opinion indicated that agencies may 
pr®perly pay for such examinations from ap- 
propriated funds. 

It is probable that the periodic physical 
check will result in some cases in which em- 
ployees, who are disqualified for driving and 
who cannot be reassigned to other jobs, will 
apply for disability retirement. Thus, em- 
ployees who are physically disqualified and 
otherwise entitled would be retired on dis- 
ability, except in clearly unjustified cases. 

Evaluation of physical fitness. For evaluat- 
ing the physical fitness of employees for is- 
suance of incidental operator authorizations 
and of all operators in connection with re- 
newal procedures or periodic physical re-tests, 
an agency may, (1) require a report of med- 
ical examination (Standard Form 78*), or 
(2) utilize the physical fitness inquiry for 
motor vehicle operators (Standard Form 47*). 

If Standard Form 47 is used, it is completed 
by the employee. On the basis of information 
given, the agency determines whether or not 
the employee should be referred for medical 





*Standard Form 78 (Physical Examination) and Standard 
Form 47 (Physical Fitness Inquiry For Motor Vehicle Operator) 
may be obtained from the author on request. 
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examination. Generally, employees are re- 
ferred for medical examination whenever they 
have answered “Yes” to any item, except that 
if the agency has a basis for knowing the item 
has not been and is not likely to be detri- 
mental to the driving safety of the employee, 
the physical examination may be waived. 

Where the agency determines that medical 
examination is required, the employee is re- 
ferred to an appropriate Federal medical of- 
ficer or designated Federal medical examiner 
for physical examination. 

Physical Standards for Motor Vehicle Oper- 
ators and Incidental Operators. 

1. Vision. A visual test is of vital importance 
since all driving is dependent upon vision. Although 
visual requirements are essential, the Commission be- 
lieves that a standard visual requirement may work 
as an unjust hardship for a driver who does only a 
limited type of driving. Drivers with substandard 
vision should be restricted in their driving activities 
rather than be denied the privilege of doing the kind 
of driving they are able to do with reasonable safety. 

Of definite importance is field of vision. A mod- 
erately restricted field does not interfere with ability 
to drive safely, but a motion or mass field greatly 
contracted on either side of the line of vision becomes 
a handicap to safe driving. 

An individual may be permitted to operate a motor 
vehicle if he meets the standard visual requirements, 
with or without glasses. If he fails to pass the standard 
visual requirements upon testing and re-testing, he is 
required to furnish a medical report executed by a 
vision specialist. ‘The specialist may be able to bring 
his vision to the required standard. 

Operators. For unlimited operation, vision must 
test at least 20/30 (Snellen) in one eye and 20/50 
(Snellen) in the other, with or without glasses. For 
limited operation (agency reservation without public 
highway driving) an individual who is blind in one 
eye but whose vision tests at least 20/30 (Snellen) in 
the other, with or without glasses, is acceptable. 

Incidental Operators. For unlimited operation, 
vision must test at least 20/40 (Snellen) in one eye 
and 20/120 (Snellen) in the other, with or without 
glasses. For limited operation (daylight driving) an 
individual who is blind in one eye but whose vision 
tests at least 20/30 (Snellen) in the other, with or 
without glasses, is acceptable. 


All Operators. The Commission does not require 
the ability to distinguish either basic or shades of 
colors. 

2. Hearing. Hearing, with or without a hearing 
aid, must test at least 15/20, ongear, for ordinary 
conversation. 

3. Toxic goiter. A toxic goiter, accompanied by 
symptoms such as rapid pulse, high blood pressure, 
bulging of the eyes, tremor of the hands, or emotional 
outbreaks, constitutes a hazard insofar as safe driving 
is concerned. Authorizations should be suspended or 
withheld pending the recommendation of a Federal 
medical officer. 
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4. Diabetes mellitus. The Commission holds that 
some persons with less severe and properly controlled 
diabetes should receive consideration for operator posi- 
tions, particularly those involving incidental driving. 
Agencies should be guided by the recommendation of 
a Federal medical officer in each instance. His recom- 
mendation should be based upon whether the con- 
dition is under proper control, whether there is a 
history or existence of complications which would 
render the person a poor risk, attacks of coma or 
insulin reactions, and whether the person undergoes 
periodic urinalyses and blood sugar tests. In order to 
obtain such information, a report form similar to the 
Commission’s Form 3684, Medical Report (Diabetes 
Mellitus), should be used. 

5. Heart and blood vessels. Authorizations to per- 
sons with organic heart disease, not fully compensated, 
should be revoked, suspended, or withheld. Those with 
organic heart disease, fully compensated, should re- 
ceive favorable consideration. The primary factor is 
whether the person would be able to control a motor 
vehicle with safety and would not lose his ability with- 
out adequate warning. 

Persons whose blood pressure readings do not exceed 
160 systolic or 100 diastolic may be permitted to oper- 
ate motor vehicles providing their cases are uncom- 
plicated. A Federal medical officer’s recommendation 
is required in cases exceeding these readings as well 
as those with readings of less than 105 systolic or 60 
diastolic. 


6. Lungs. Persons with active tuberculosis should 
not be appointed or allowed to remain on the job. 
Authorizations to drive should be suspended or with- 
held until such time as their cases become inactive. 

Questionable cases should be referred to a Federal 
medical officer for recommendation. 


od 


7. Deformities, atrophies, amputations. The cri- 
teria to follow is whether the person is physically able 
to manipulate his vehicle safely and is able to control 
it under all conditions. 


8. Nervous System. Persons with emotional dis- 
turbances may not be safe drivers. No person should 
operate a motor vehicle if he does not possess a proper 
sense of responsibility or is not capable of exercising 
sound judgment. One of the most important functions 
of government with reference to the use and opera- 
tion of motor vehicles is the protection of persons 
from the negligence of others as well as to insure the 
safe operation of government vehicles. 


If evidence discloses the possible presence of a 
nervous condition the person should be referred for 
medical evaluation, following which the case should 
be referred to a Federal medical officer for recom- 
mendation. 

9. Epilepsy. Persons who have a definite history 
of epilepsy may be authorized to drive provided they 
have been free from a seizure for a period of at least 
5 years without the use of medication. Each case 
should be evaluated by a Federal medical officer. 


10. Urinary findings. Although urinalyses are not 
required routinely, the tests may be indicated in cases 
of arteriosclerosis, kidney disease, diabetes mellitus, 
high blood pressure, extreme obesity, and of persons 
over 40 years of age. Whenever abnormal conditions 
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are shown, the Case should be referred to a Federal 
medical officer. 


Summary 


To qualify for an operator position, a per- 
son normally must meet an experience re- 
quirement, pass the physical standards, possess 
a good driving record, pass a practical road 
test, and possess a valid state license. Agencies 
may authorize employees to drive as inci- 
dental operators if they meet the physical 
standards, qualify in a road test, and possess 
a valid state license. The road test may be 
waived by the agency in the case of the inci- 
dental operator if the employee’s driving com- 
petence has been established by his past driv- 
ing record. 


Vision, hearing, heart, blood pressure, 
amputations, atrophies, and deformities are 
discussed in relation to meeting safe driver 
standards, as well as functional conditions 
which might result in sudden loss of con- 
sciousness. 


The Commission holds that since driving 
is essential to the livelihood of many people, 
persons should not be denied the privilege of 
driving unless the public welfare and safety 
is endangered. Agencies have the responsi- 
bility not only of protection of the general 
public and of government property but also 
of affording persons the privileges to which 
they are entitled. 


Discussion (Abstract) 


Dr. R. Lomax Wells, Washington, D.C. Dr. Harvey 
and his associates in the Medical Section of the U. S. 
Civil Service Commission are to be congratulated upon 
the approach they have taken in carrying out Public 
Law 766 of the 83rd Congress. Lack of agreement 
among state and local regulations governing the med- 
ical standards for licensing drivers of motor vehicles. 
the absence of significant regulations in many juris- 
dictions, the difficulties encountered in providing for 
adequate examinations at periodic intervals and the 
failure of our own profession to agree upon and then 
publicize adequate standards made the problem more 
difficult to resolve in fairness to the individual and 
the riding and walking public. Dr. Harvey’s paper 
is a tribute to a fair and impartial approach to the 
problem. It should serve as a realistic guide to 
governmental agencies and private industries con- 
cerned with the problem of safety in motor vehicle 
operation. 


I am impressed with the emphasis placed on the 
applicant’s safety record and his driving habits, for 
good health and perfect physical condition alone do 
not guarantee safe and careful driving. 

The cost of any such program is difficult to evaluate 
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in terms of improved safe driving records. The Chesa- 
peake and Potomac Telephone Companies operate a 
large fleet of motor vehicles in three states and the 
District of Columbia. Regardless of age, each operator 
of a Company motor vehicle is given a complete 
physical evaluation every four years. This examination 
is designed to emphasize those areas in the history 
and physical examination thought to be particularly 
relevant to safe motor vehicle operation. At the same 
time it is viewed as a periodic health appraisal for 
the employee and affords us an opportunity to give 
the employee a booster dose of tetanus toxoid. Since 
most of our operators of motor vehicles are craftsmen, 
this part of the program is felt to be most worthwhile. 

Dr. Harvey’s visual requirements appear realistic 
and attainable. I would like to ask him if the Com- 
mission accepts a rough or requires a specific field of 
vision test. Also, if he would comment on the value 
of depth perception tests and the use of instrument 
testing for visual skills, i. e., ortho-rater, sight-screener, 
etc. where available. I am glad to see the hearing re- 
quirements are minimal. 

I do not believe the Commission is sacrificing safety 
in adopting its regulations relating to blood pressure, 
tuberculosis or diabetes. The approach to those with 
a history of epilepsy is a forward-looking one. 

The by-products of periodic health appraisals, 
though difficult to measure in terms of dollars and 
cents savings, are constantly reminding me of their 
real value in maintaining a constructive and preventive 
health approach to an effective industrial health pro- 
gram. To emphasize this thought, there is the dis- 
covery of two diabetics in one week in our Medical 
Department among employees examined that week for 
motor vehicle operation. Neither had a complaint, 
both had glycosuria which led to the final diagnosis. 
One employee had a blood sugar of 413 mg./100 cc. 
blood, he was an accident hazard. Both employees will 
be back driving once their diabetes is controlled. 
Periodic checks to see that control is maintained will 
be carried out through the full term of employment. 


Perhaps the magnitude of the Commission’s program 
will provide more detailed analyses of such by-products 
and ultimately, a clearer picture of costs versus results. 

Dr. Harvey (Closing). The Commission would ac- 
cept a rough field of vision test. We believe a some- 
what restricted field does not interfere significantly 
with ability to drive safely, but a motion or mass field 
contracted to 60 degrees, or a form field contracted 
to 30 degrees on either side of the line of vision be- 
comes a handicap to safe driving. However, adverse 
action toward an applicant or employee would not be 
taken without a report of special eye examination by 
a competent specialist. 

The lack of depth perception of itself as measured 
on an instrument would not disqualify a driver unless 
it were associated with the lack of a good driving 
record. There are many one-eyed persons with ex- 
cellent safety records who could not pass certain depth 
perception tests. 

We do not discourage the use of instrument testing 
for visual skills as a screening device; however, we 
would not deprive a person of his driving privilege 
without a report from an ophthalmologist or specialist 
acceptable to the Commission. 
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($) EDITORIALS 





ALBUMINURIA FROM EXERCISE 


It has long been known that albuminuria 
may occur in the absence of nephritis. The 
common example of this is the orthostatic or 
postural albuminuria of the young hypos- 
thenic person. It is thought that in individ- 
uals of this constitution the kidney, possibly 
because of little perirenal fat, may assume an 
unstable position in the upright state which 
permits circulatory changes in it and hence 
albuminuria which does not occur in the 
recumbent position. Postural albuminuria 
commonly disappears with increasing age and 
provides no evidence for belief that there has 
been renal damage. 


Transient albuminuria is not unusual dur- 
ing fever where one also finds swelling of 
the renal tubular epithelium. The decreased 
renal blood flow and possibly altered glom- 
erular and/or tubular permeability, as in 
congestive heart disease or after prolonged 
hypotension, also cause albuminuria not in- 
dicative of nephritis. 


A half century ago an English observer 
reported proteinuria in oarsmen after a crew 
race. In 1910 and again in 1920, Barach de- 
scribed albuminuria and cylindruria in the 
urine of, first, marathon runners and then in 
track and baseball athletes. In the last sev- 
eral years reports have confirmed these find- 
ings in boxers and football players. 

Gardner,! after encountering an instance 
of gross hematuria in a football player who 
also had a sore throat, became interested in 
this problem because of an initial suspected 
diagnosis of acute nephritis followed by a re- 
turn of the urine to a normal state. In his 
study of 47 men on the University of Pennsyl- 
vania football squad, he found that not un- 
usually after violent exercise the urine showed 
abnormalities commonly associated with acute 
glomerulonephritis. After “control” studies 
and careful history relative to renal disease, 
he examined 424 specimens from the 47 men. 
One hundred and ninety, or 44 per cent of 
the specimens revealed albuminuria and sedi- 





1. Gardner, Kenneth D.: “Athletic Pseudonephritis” Alter- 
ation of Urine Sediment by Athletic Competition, J.A.M.A. 
161:1613, 1956. 


ments which contained red blood cell, epi- 
thelial cell or white blood cell casts. 

In this issue of the Journal Alyea and 
Boone? report a study of crew members at 
Princeton University. They selected crew- 
men since the question of bodily trauma 
could be eliminated as a factor in urinary 
findings, an item which could not be elimi- 
nated in the study of football players quoted 
above. 

After an evaluation for abnormal findings 
before exercise, urines from the 31 subjects 
were examined after exercise. After the first 
practice 22, or 71 per cent, had albumin and 
26 of the 31, or 84 per cent, showed casts; 
after the second practice session 18, or 58 
per cent, had albumin and 21, or 68 per 
cent, showed casts. After intercollegiate races 
16 specimens were examined, of which 13, or 
81 per cent, had albumin and all 16, or 100 
per cent, showed casts. Red cells were pres- 
ent in from 40 to 55 per cent of the urines 
collected after exercise. 


Exercise with bodily contact, as in football 
or boxing, is accompanied by a higher inci- 
dence and greater amount of albuminuria 
than in other sports. In any event the abnor- 
mal urinary findings may last from one to 
several days. 


The cause of nontraumatic albuminuria 
is not known. However, it is known that 
there is a decrease in the renal plasma flow 
and in the glomerular filtration rate during 
exercise. 

The latter paper considers several theories 
which have been advanced to account for this 
decreased renal blood flow. 


This subject of nontraumatic albuminuria 
in athletes is very important since many phy- 
sicians are called upon to examine prospec- 
tive athletes. The recognition of this benign 
albuminuria is essential from a prognostic 
viewpoint. Gardner pointed out that a num- 
ber of his subjects had illnesses commonly re- 
lated to streptococcal disease and might easily 
be assumed to account for the abnormal find- 
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ings. Observation for several days will clarify 
the situation since the albuminuria following 
exercise quickly disappears,—in a matter at 
most of several days. 


ACCIDENTAL POISONING 


With the control of infectious diseases and 
4 decline in deaths due to them, fatalities 
{rom poisoning are receiving more attention, 
especially the instances of accidental poison- 
ing occurring in children which represent, on 
the whole, preventable deaths. In 1953, the 
Vital Statistics of the United States tabulated 
a total of 5,883 deaths due to poisoning (3,269 
were suicidal). Of 1,391 deaths from accidental 
poisoning 445 were in children, though only 
39 children were included in the 1,223 deaths 
due to “gases or vapors.” The National Safe- 
ty Council reported in 1954, 1,400 deaths due 
to “solid or liquid poison,” of which 380 oc- 
curred in children. 


Because of the importance of the problem 
a Symposium on Childhood Poisons was held 
at the 1956 meeting of the American Medical 
Association. This series of papers makes val- 
uable reading on the subject of accidental 
poisoning. In considering the public health 
aspects of the problem, Press! shows how mod- 
ern living, with its technologic advances, has 
included in the environment new hazards in 
poisoning. He points to “the large number of 
insecticides, rodenticides, herbicides, and _ in- 
sect repellents that are now available in so 
many households.” To these he adds fertilizers 
and even artificial preservatives unless care- 
fully scrutinized. Then he points to the drugs, 
and “the hair-waving, dyeing, and bleaching 
solutions,” as well as the “cleaning, polishing, 
and disinfecting substances” present in so 
many households. 


Because of these hazards and the accidental 
poisoning of children, the American Academy 
of Pediatrics led the way in the establishment 
of poison control centers. The first was or- 
ganized in Chicago in the fall of 1953 through 
the combined efforts of the departments of 
pediatrics in the five medical schools, the six 
major teaching hospitals, the Chicago Board 
of Health and other agencies. By October of 
1956 such centers had been set up in 29 urban 
areas, in addition to poison control centers in 
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15 Florida cities. (The experiences in the 
Louisville Poisoning Control Program were 
recorded in the April issue of this Journal.) 

The control centers are based in public 
health departments or the emergency rooms of 
hospitals. The agencies taking part in these 
activities vary from city to city. Twenty-four 
hour service is provided for the care of pa- 
tients brought to the emergency rooms, but 
of more importance is the telephone consul- 
tation service to physicians, parents, and 
others in first aid measures to be employed. 
The centers are supplied with the necessary 
information relative to the indicated anti- 
dotes and other measures for specific poisons 
and for the prevention of a fatal issue. The 
centers have the advantage of being kept up- 
to-date on new poisons and new treatments for 
poisoning through the Committee on Toxi- 
cology of the American Medical Association, 
and subcommittees on poisoning of the Amer- 
ican Academy of Pediatrics and the American 
Public Health Association. Valuable statistics 
are being gathered by the poison control cen- 
ters on the incidence of poisoning and the 
efficacy of methods of treatment. 

Not only do the poison control centers offer 
emergency treatment for accidental poisoning 
and telephonic consultation around the clock 
in first aid for poisoning, but they offer a 
service possibly of even greater importance. 
They engage in efforts of educating the public 
to the hazards of poisoning and the dangers of 
leaving drugs and poisons within the reach 
of children’s hands, and the careless practice 
of placing poisonous liquids in containers 
familiar to children as food and drink bottles. 
As part of the educational program in some 
cities a public health nurse visits the home 
in which an accidental poisoning took place 
and surveys the home for the careless distribu- 
tion or handling of poisons. 

Gosselin’ has done a valuable piece of work 
in rating numerically poisons as to degree of 
their toxicity, which offers important prog- 
nostic information in given instances of poi- 
soning. He provides a list every practitioner 
should wish to have at hand, of representative 
commercial products divided into 6 classes: — 
(1) practically nontoxic; (2) slightly toxic; 
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(3) moderately toxic; (4) very toxic; (5) ex- 
tremely toxic, and (6) super toxic. 

Another important paper given at the 
Symposium, by Arena,* deals with the manage- 
ment in poisonings commonly encountered. It 
contains much information on the first aid 
treatment which so often saves life. 

Accidental poisoning is a topic that should 


4. Arena, J. M.: Practical Management of Common Poison- 
ing, J.A.M.A. 163:1341, 1957. 


“>, 25 YEARS AGO 


Pituitary Basophilism* 





“In a recent paper, (March, 1932) twelve examples 
of a peculiar and clinically unmistakable polyglandu- 
lar syndrome were reported. The disorder is charac- 
terized by a rapidly acquired plethoric adiposity affect- 
ing the face, neck and trunk, the extremities being 
spared. It is associated in women with hypertrichosis 
and amenorrhea. Other characteristic features are vas- 
cular hypertension, purplish striae distensae of the 
abdomen, and acrocyanosis with cutis marmorata of 
the extremities. It is often accompanied by hyper- 
glycemia, occasionally by polycythemia, and a peculiar 
softening of the bones of the skeleton has been com- 
monly found at autopsy. In its extreme forms, the 
malady has more often been encountered in young 
adults, and the average duration of life in the fatal 
cases has been something over five years. 


“It is not an uncommon syndrome. Numerous typi- 
cal examples have been reported, the disease in most 
instances having been ascribed to a primary adrenal 
disorder for the reason that cortical hyperplasia is a 
not uncommon postmortem observation. However, in 
five of the eight cases that had come to autopsy an 
unsuspected pituitary adenoma was found; the fact 
that three of them were unmistakably composed of 
basophilic elements made it probable, in view of the 
supposed rarity of adenomas of this type, that the 
pituitary lesion was the primary cause of the syndrome. 
This at least was the interpretation put upon the 
matter, the symptomatic evidences of disordered 
function of adrenal cortex, of pancreatic islets, of 
parathyroid glandules and of reproductive glands be- 
ing looked on as wholly secondary expressions of the 
general endocrine derangement. . . . 


“These further » tes serve to increase the per- 
centage of provea basophil adenomas in association 
with the polyglandular syndrome under discussion. 
Instead of only three out of eight cases that had been 
examined postmorten, there are now six out of eleven 
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be constantly a live one for the practitioner 
of medicine, for any day he may be called 
upon to treat poisoning or to advise first aid 
for poisoning. He must therefore keep abreast 
of the toxic effects of new chemical substances 
brought into the home. He and his medical 
societies should teach the public on the sub- 
ject. And he should do more of that which 
he possibly does little,—to warn the adult for 
whom he prescribes that the medicine should 
he kept out of the reach of little hands. 


(including Dr. Moehlig’s patient) in which a pituitary 
basophil adenoma has been disclosed. The pituitary 
body in two other cases was said to be normal, but 
in the absence of serial sections this mere statement 
is no longer convincing. 

“When one takes into consideration not only the 
presumed infrequency of adenomas of this type but 
their small size, whereby they easily escape detection, 
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and couples this with the fact that chief attention 
has been paid to the condition of the adrenal glands 
in all the autopsies heretofore conducted, the fact that 
a basophil adenoma has been found in half of the 
patients who have succumbed to this peculiarly un- 
mistakable malady must be something more than co- 
incidence. 

“Postscript. . .. The bearing of basophilism on states 
of vascular hypertension is in need of further study. 
Whereas the hypopituitarism of most chromophobe 
adenomas is usually associated with a subnormal blood 
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pressure, there have been four examples out of some 
200 recorded cases in which there was an unaccount- 
able vascular hypertension. A review of the old clinical 
histories of these patients, in the new light shed on 
the syndrome of basophilism, reveals that one of them 
at least had unmistakable pituitary basophilism. What 
is more, a patient under observation at the present 
time with long-standing, so-called essential hyper- 
tension associated with moderate adiposity and cutis 
marmorata appears to have been definitely benefited 
by irradiation of the pituitary body.” 


MEDICAL NEWS 





ARKANSAS 


The Faulkner County Medical Society recently 
elected the following officers. President, Dr. C. H. 
Dickerson; vice-president, Dr. N. E. Fraser; and sec- 
retary-treasurer, Dr. Charles A. Archer, Jr. 

Dr. Lewis Hyatt has recently been elected as director 
of Duracraft, Inc., makers of aluminum boats at 
Monticello. 


Dr. James M. Kolb, Clarksville, was recently named 
to the newly appointed “Airport Commission” for the 
city of Clarksville. 

Dr. J. F. Guenthner, Salem, has recently received a 
fellowship degree from the American College of Med- 
ical Technologists. 

Dr. James D. Grable, Des Arc, is the new president 
of the Monroe County Medical Society. Dr. W. L. 
Walker was named chief of staff of Mercy Hospital. 
Dr. E. D. McKnight was elected vice-chief of staff and 
Dr. M. L. Dalton was elected secretary of the staff. 

The Jackson County Medical Society in Newport, 
recently elected the following officers. President, Dr. 
Gilbert Robertson; vice-president, Dr. John Wright; 
and secretary-treasurer, Dr. J. D. Ashley. 


Dr. Bernard Capes was recently elected president 
of the Phillips County Medical Society. Other officers 
include Dr. John H. Barrow as vice-president and 
Dr. L. J. Bell as secretary-treasurer. 


DISTRICT OF COLUMBIA 


Ihe founding meeting of the Allergy Society of 
the District of Columbia was held on May 22, 1957. 
The following officers were elected: president, Dr. 
Alvin Seltzer; vice-president, Dr. Ellis April; and sec- 
retary-treasurer, Dr. Marvin Fuchs. Apppointed to 
the executive committee were Dr. Harry S. Bernton 
and Dr. William A. Howard. Organizations interested 
in affiliation and prospective applicants for member- 
ship may obtain information from the secretary, Dr. 
Marvin Fuchs, at 5315 Connecticut Avenue, N.W., 
Washington. 


Dr. Mario Mollari, chairman of bacteriology and 
immunology, Georgetown University Medical Center, 


Washington, was recently elected vice-president of the 
International Society for the Study of Infectious Dis- 
eases, Parasitology, and Immunology. 

Dr. Harry D. Bruner has recently been named chief 
of the medical branch, Division of Biology and Medi- 
cine, Atomic Energy Commission, Washington, D. C. 

Drs. Lyndon E. Lee, Jr., and Alfred M. Steinman 
have recently been appointed to the Research and 
Education Service of the Department of Medicine and 
Surgery at Veterans Administration Central Office in 
Washington. 


FLORIDA 


Dr. Joseph Halton was recently honored by the 
Sarasota County Medical Society with the first Life 
Membership Certificate. In the future all active mem- 
bers of 35 years’ standing will receive this certificate. 

Dr. Eugene Kellersberger, Melbourne, was recently 
honored as being one of 12 Washington University 
alumni chosen for “outstanding achievements and 
services which reflected honor upon the University.” 
This occasion took place at a recent Founders’ Day 
observance. 


Dr. Clyde O. Anderson, St. Petersburg, was recently 
selected to receive a distinguished alumni award from 
the University of Florida in recognition of his service 
to his community. 

Dr. George T. Harrell, Jr., Gainesville, has recently 
been named “Man of the Year” by the student news- 
paper, The Alligator. 

Dr. Alvan G. Foraker, Jacksonville, was recently ap- 
pointed a member of the Advisory Cytology Committee 
of the Inter-Society Cytology Council by Dr. George N. 
Papanicolaou. 


Dr. Seymour L. Alterman, Miami Beach, was recently 
certified by the American Board of Internal Medicine. 


Dr. Lucien Y. Dyrenforth, Jacksonville, was recently 
elected president of the Atlantic Coast Line Railroad 
Surgeons Association. 

Dr. Ralph Jones, Jr., professor and chairman of the 
Department of Medicine was recently named chairman 
of the Medical Test Committee of the National Board 
of Medical Examiners. 
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GEORGIA 


Dr. J. E. Griffith and Dr. Joe S. Bosworth have 
recently been elected as fellows of the Industrial Med- 
ical Association in recognition of their outstanding 
work in this field 








— 


= re) 
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Dr. Robert J. Anderson was recently named as an 
assistant surgeon general of the United States Public 
Health Service. 


Dr. Fred H. Simonton, Chicamauga, was recently 
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Practical Psychiatry for Industrial Physicians. By W. Donald 
Ross, M.D., Associate Professor of Psychiatry and Assistant 
Professor of Industrial Medicine, University of Cincinnati. 373 
pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1957. Price $7.50. 


General Urology. By Donald R. Smith, M.D., Clinical Profes- 
sor of Urology and Chairman of Department of Urology, 
University of California School of Medicine, San Francisco. 322 
pages. Los Altos, Calif.: Lange Medical Publications, 1957, 
Price $4.50. 


Basic Foundations of Isotope Technique for Technicians. 
Edited by Willard C. Smullen, M.D., Radiologist in Charge, 
St. Mary’s Hospital, Decatur, Illinois. 152 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1957. Price $4.75. 


Practical Dermatology. By Samuel M. Peck, M.D., Associate 
Professor of Dermatology, Columbia University, with Laurence 
L. Palitz, M.D. 367 pages. New York: Landsberger Medical 
Books, Ind. McGraw-Hill Book Co., 1957. Price $7.00. 


The Treatment of Fractures. Volume II. By Lorens Bohler, 
M.D., Professor of Accident Surgery, University of Vienna. 
Translated by Otto Russe, M.D., and*R. G. B. Bjornson, M.D. 
Pages 1073 to 1503, 941 illustrations. New York: Grune & 
Stratton, 1957. Price $17.50. 
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Associate Professor of Anatomy, Wayne State University Col- 
lege of Medicine, Detroit. 240 pages. American Lecture 
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BOOK REVIEWS 





Tumors of the Skin 


By Herbert Conway, M.D., Professor of Clinical 

Surgery, Cornell University Medical College. Ameri- 

can Lecture Series. 252 pages. Springfield, Illinois: 

Charles C. Thomas, Publisher, 1956. Price $13.50. 

This is a very interesting monograph on the sur- 
geon’s approach to lesions of the skin, both malignant 
and benign. The best things found in this book are 
the illustrations and the fairly short but excellent 
bibliographic references. The author covers a tre- 
mendous field, and in an effort to be comprehensive, 
he deals briefly with some technical procedures which 
the experienced surgeon will approach only with awe. 
Still it is stated that these are not to be undertaken 
except under the very best of conditions. The unwary 
may not heed this warning. 

The section on Warts and on Hemangiomata are 
probably the best parts of the book, but even in those 
the instructions are pitched at the level of the medical 
student rather than at the level of the practitioner 
of surgery. It is either too much or too little. 


This book is an excellent teaching volume for the 
student and a review volume for the practitioner, but 
it is not in any sense a manual of treatment to be 
used in an active surgical practice. 


The Laboratory Diagnosis of Coagulation Defects 


By Pietro De Nicola, M.D., Associate Professor. 
Department of Internal Medicine, University of 
Pavia, Pavia, Italy. American Lecture Series. 227 
pages, 62 illustrations and 26 tables. Springfieid. 
Illinois: Charles C. Thomas, Publisher, 1946. 
Price $7.50. 


One of the more fascinating developments in the 
field of hematology, both from the research stand- 
point and its application to clinical medicine, has 
been the rapid advance made during the past 15 years 
in the study of coagulation defects. This subject, 
which has been both confusing and abstruse to the 
average physician, has to my knowledge never been 
more capably handled than in this review book by 
Dr. De Nicola. Needless to say, the methods herein 
described are largely those familiar to him, and of 
necessity, are not the only methods available. How- 
ever, his critical judgment is sufficiently refined that 
he has included for the most part a majority of the 
generally accepted technics. This monograph is ob- 
viously not meant for the average physician whose 
interest in the laboratory diagnosis of coagulation 
defects is somewhat peripheral, but I believe that most 
internists would find considerable value in his critical 
analyses of the various coagulation defects, their diag- 
nosis, and management. 


Clinical Hematology 


By Maxwell M. Wintrobe, M.D., Professor and Head, 
Department of Medicine and Director, Laboratory 
for the Study of Hereditary and Metabolic Disord- 
ers, University of Utah College of Medicine. Fourth 


Edition, 236 illustrations and 20 plated, 18 in color, 
1,136 pages. Philadelphia: Lea and Febiger, 1956. 
Price $15.00. 


Medical publishers place in the hands of physicians 
a classic textbook of medicine on the average of once 
every decade. In 1942, the distinguished hematologist, 
Dr. Maxwell M. Wintrobe, first published his CLINI- 
CAL HEMATOLOGY with immediate and well-de- 
served enthusiastic response on the part of physicians. 
We are most pleased to now have available the fourth 
edition of his excellent text, deservedly known as the 
“bible of hematology.” This edition is somewhat 
larger than the previous ones and has been for the 
most part entirely revised. Two important chapters 
have been added, one on blood groups and blood 
transfusions, and another on the abnormal hemoglobin 
syndromes. Several new illustrations have been added 
and a large number revised. The bibliography is, as 
might be expected, entirely revised with numerous 
recent additions. It is this reviewer’s opinion that no 
practicing physician, whatever his specialty or par- 
ticular interests might be, can well afford to be 
without this classic text. 


Laboratory Identification of 
Pathogenic Fungi Simplified 


By Elizabeth L. Hazen, Ph.D., Associate Bacteriol- 

ogist (Mycology) and Frank Curtis Reed, Labora- 

tory Illustrator and Photographer, Division of 

Laboratories and Research, New York State Depart- 

ment of Health. 108 pages, illustrated. Springfield, 

Illinois: Charles C. Thomas, Publisher, 1955. Price 

$5.50. 

This small volume is beautifully printed, but the 
binding is unsatisfactory. The illustrations are clear 
and understandable and are among the best available 
in this field. The descriptions are concise and 
authoritative. 


This small book would be a very helpful item for 
laboratories concerned with the identification of fungus 
containing materials. 


Treatment of Migraine 


By John R. Graham, M.D., Chief of Medical Service, 
Faulkner Hospital, Boston, Instructor in Medicine, 
Harvard Medical School. 138 pages. Boston: Little, 
Brown and Company, 1956. Price $4.00. 


This review on the treatment of migraine begins 
with appropriate introductory comments and a de- 
scription of the clinical disorder. There follows a 
paragraph on “migrainoid” disorders which it is stated 
“may claim a certain degree of kinship” to migraine. 
The obscuration of the disease entity by the suffix— 
“oid” is a prelude to the section on therapy where 
reference to sketchy case histories is associated with a 
description of innumerable remedies to which patients 
“respond.” In discussing the effect of steroid hor- 


mones on this disorder the author states that these 
preparations “have been used with apparent effect in 
several isolated cases. In other patients headache has 





960 SOUTHERN MEDICAL JOURNAL 


not been relieved but recovery from the whole ex- 
hausting experience has been enhanced.” In general 
it is the opinion of this reviewer that the comments 
regarding therapy are uncritical and, in particular, 
that the section on “Surgical Relief” is inappropriate. 
Although the author makes preliminary comments re- 
garding the psychological element of the headache 
problem, this aspect is given little consideration in 
his analysis of therapeutic results. In outlining the 
general principles of therapy of the acute attack he 
writes “the use of codeine, Demerol and opiates may 
be justified” (when headaches are infrequent). In 
view of the tendency of physicians to use narcotics 
in the treatment of these patients, and because of the 
well-known dangers of such therapy, this comment 
under the heading of “general principles’ of therapy 
seems ill advised. 

After alluding to the possible benefit of tranquil- 
izing drugs the author concludes: “In some patients 
I have observed a favorable influence of a general sort 
but it does not appear that these agents hit migraine 
at its center.” This quotation is one of many which 
might be made to illustrate the lack of lucidity in 
this treatise. 

In summary, this volume is a repetitious and un- 
critical review which is not well written and is not 
recommended. 


Group Processes. Transactions of the 
First Conference 


Edited by Bertram Schaffner, M.D., Columbia Uni- 
versity. 317 pages. New York: Josiah Macy, Jr. 
Foundation, 1954. Price $5.50. 

For those not familiar with the published trans- 
actions of the Josiah Macy, Jr. Foundation Confer- 
ences it should be pointed out that they consist of a 
complete transcript of all the discussion that has 
taken place. Consequently they are most fascinating 
to those conversant with the field under discussion 
and perhaps not the best introduction to the subject. 
However, the present volume may be an exception 
since it cuts across professional fields in a quite excep- 
tional manner. An attempt is made to bring together 
available information concerning relationships be- 
tween the behavior of cells, their conglomerate be- 
havior as organs, and the final behavior of the whole 
organism. The papers run the gamut from lower 
vertebrate to the behavior of the human. The 
mechanisms of the unicellular organism are compared 
with those of the human brain. 

The basic mechanisms of behavior of individuals in 
a group (and some of the failings of human observa- 
tion in this field) are illustrated by papers on pigeons, 
salamanders, fighting fish and ducks. The bridge 
from these observations to human behavior is ap- 
proached but not crossed. This volume is rather in- 
teresting reading for the physician interested in fol- 
lowing the development of behavioral science in the 
animal area. 


Fluid Balance Handbook for Practitioners 


By William D. Snively, Jr., M.D., and Michael J. 
Sweeney, M.D., both Attending Physician, Evansville 
Child Health Clinics. 308 pages. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1956. Price $6.75. 


JULY 1957 


The advances in our knowledge concerning fluid and 
electrolyte therapy in recent years have made a work- 
ing knowledge of such technical factors as surface 
area and osmolar concentration important in the 
practice of medicine. The rather formidable back- 
ground of these concepts and their translation into 
simple terms by means of clear and concise explana- 
tions and figures has been well presented by Drs, 
Snively and Sweeney. By means of a series of apt 
illustrations the clinical signs and symptoms of the 
various types of fluid imbalances are described. Em- 
phasis throughout the book is on the interpretation of 
historical facts and physical signs together with such 
simple laboratory determinations as hemoglobin con- 
centration, urine pH and specific gravity, etc., such as 
are available in any physicians office or the simplest 
hospital laboratory. The presentation of the intricacies 
of acid-base balance is particularly well done. 

Two features of this book should make it of par- 
ticular value to the general practitioner who wishes 
to become more proficient in fluid therapy. Many 
case reports illustrating common problems are dis- 
cussed with the inclusion of several problems to be 
solved by the reader. Another valuable feature is a 
list of the majority of the numerous electrolyte solu- 
tions available commercially classified according to 
the nomenclature used throughout the book. This 
handbook can be heartily recommended to all physi. 
cians. 


Noradrenaline, Chemistry, Physiology, 
Pharmacology and Clinical Aspects 


By U. S. von Euler, M.D., F.A.C.P. (Hon.), Profes- 
sor of Physiology, Faculty of Medicine, Darolinska 
Institutet, Stockholm, Sweden. American Lecture 
Series. 365 pages. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1956. Price $11.50. 


The importance of noradrenaline in nerve impulse 
transmission is now clearly established. Von Euler has 
clearly indicated in this monograph the relative im- 
portance of adrenaline and noradrenaline not only in 
the normal functions of the body but also in modern 
therapeutics. This monograph concisely and authori- 
tatively reviews the chemistry, physiology, pharma- 
cology, and clinical applications of noradrenaline. An 
extensive bibliography is an attractive and valuable 
addition to this monograph. 


Handbook of Toxicology. 
Volume I, Acute Toxicities 


Edited by William S. Spector. 408 pages. Philadel- 
phia: W. B. Saunders Company, 1956. Price $7.00. 


This volume includes the acute toxicity information 
on a wide variety of solid compounds, liquid com- 
pounds, and lethal gases. This is the first volume of 
a proposed series of similar volumes on toxicology. 
All the data reported relates to laboratory animals. 
Data on human toxicity are not included. The data 
given for each compound includes the animal em- 
ployed; the route of administration; the LD,, or the 
minimal lethal dose in milligrams per kilogram; the 
vehicle employed; and the time of death. For more 
complete information the reader may refer to the 
source of the information which is given after the 
name of each compound. Two thousand, one hundred 
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and twenty solid and liquid compounds are listed; 
943 compounds are included under the heading of 
Gases, Vapors, and Fumes, in Respired Air. The ex- 
posure time and the concentration in parts per million 
are given for this latter group of compounds. This 
book should prove an invaluable reference to the 
biological experimenter using the common laboratory 
animals. 


An Atlas of the Head, Neck and Trunk 


By the late Johnson Symington, M.D., F.R.CS., 
F.RS., Professor of Anatomy, the Queen’s Univer- 
sity, Belfast. A Series of Plates. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1956. Price 
$21.00. 

This Atlas, a reprint of the original published by 
Symington in 1917, has been brought out by the 
Anatomical Society of Great Britain to whom the 
plates were left. No changes have been made from 
the first edition. It is published as 34 separate figures 
measuring 12 x 19 inches, printed from the copper 
plates of original drawings of transverse sections 
through the human body. Details are shown in each 
plate sufficient to give the topographic relations of 
muscles, bones, viscera and the larger vessels and 
nerves. To any one who has worked through a course 
in topographic anatomy with cross sections to study 
the plates have much more meaning than to those 
who have surveyed gross anatomy by the process of 
dissection only. Within limits there is usefulness in 
this approach to anatomy in physical diagnosis and 
clinical medicine. The drawings in this publication 
are adequate but they are neither realistic nor dia- 
grammatic. Medical people accustomed of late to the 
excellent art work of medical illustrators may feel 
the drawings are amateurish but there is nothing 
lacking in the anatomical correctness of them. The 
book is adapted largely for a course in topographic 
anatomy where it finds its chief use. 


Diseases of the Chest 


By H. Corwin Hinshaw, M.D., Clinical Professor of 

Medicine, Stanford University School of Medicine; 

and L. Henry Garland, M.B., B.Ch., Clinical Profes- 

sor of Radiology, Stanford University School of 

Medicine. 686 pages, 634 illustrations on 288 fig- 

ures. Philadelphia: W. B. Saunders Company, 1956. 

Price $15.00. 

This volume is to be recommended to all for its 
forthright approach and lucidity of style. Each chap- 
ter is systematically outlined and the entirety of the 
forty chapters represents a complete description of all 
the major and most of the minor chest conditions. 
The roentgenologic findings as well as the physio- 
logic, pathologic and clinical manifestations are all 
thoroughly described. Differential diagnosis and thera- 
peutic schedules are adequately outlined. 

This book is a broad survey and is sweeping in its 
coverage, and at the same time it contains infinite 
detail. It is easily read due in large measure to the 
abundance of clinical facts which are useful in diag- 
nosis and therapy. 

It is to be recommended to the specialist in chest 
disease. It should be a welcome addition to the office 
library of the general practitioner or internist as well. 


BOOK REVIEWS 





The Flavonoids in Biology and Medicine. 
A Critical Review 


By Maurine E. Shils, Sc.D., and Robert S. Goodhart, 

M.D. 101 pages. New York: The National Vitamin 

Foundation, Inc., 1956. Price $2.00. 

rhis volume brings together and discusses the ex- 
perimental literature on the flavonoids under “Chem- 
istry,” “Investigations Employing Experimental Ani- 
mals,” “Metabolism and Toxicity of Flavonoids,” and 
“Clinical Studies.” 


The mission of this book is clear. It is to point out 
that there is no convincing evidence for the nutritional 
role of flavonoids; that the pharmacologic action of 
certain of these compounds is neither unique nor of 
extreme biologic importance; and that the use of 
flavonoids is of questionable therapeutic value in the 
treatment of a variety of vascular disorders. 

This book serves its purpose well and, as such, 
should be a welcome addition to the reference shelf 
of the investigator with an interest in flavonoids. It is 
to be hoped, however, that the essentially negative 
viewpoint expressed by these authors will stimulate, 
rather than deter, well-planned studies of these 
substances. 


Gynecologic Nursing 


By Robert James Crossen, M.D., Associate Professor 
of Clinical Gynecology and Obstetrics, Washington 
University School of Medicine, St. Louis, and Ann 
Jones Campbell, R.N., Director of Barnes Hospital 
School of Nursing. Fifth Edition. 260 pages, with 

171 illustrations, including three in color. St. Louis: 

The C. V. Mosby Company, 1956. Price $4.25. 

The Fifth Edition of Gynecologic Nursing by 
Crossen and Campbell provides valuable reference 
material in abbreviated form. [Illustrations are 
numerous, clear and helpful. Integrating nursing 
procedures in the chapter where they apply represents 
an improvement. 

A chapter on Psychosomatic Aspects of Nursing has 
been added. The student will need to seek further 
for help, however, if she is to become a therapeutic 
agent to patients whose conditions lend themselves to 
emotional and family problems of the magnitude that 
many gynecologic conditions may create. 


Modern Trends in Orthopaedics 


Edited by Sir Harry Platt, LL.D., M.D., MSS., 
F.R.CS., F.A.C.S., Emeritus Professor of Orthopaedic 
Surgery, University of Manchester. Second Series, 
320 pages, illustrated. New York: Paul B. Hoeber, 
Inc., of Harper & Brothers, 1956. Price $12.50. 


Sir Harry Platt has very ably edited the second 
series, entitled, Modern Trends in Orthopaedics. The 
first series was published in 1950 and proved to be a 
highly readable and useful book for the practicing 
orthopaedist. The second series in no way supersedes 
the original book. In series two, Sir Harry has again 
chosen authors whose opinion is greatly respected in 
the field on which they write. 


Chapter 1 deals with Reconstructive Surgery of the 
Hip Joint and is written by Norman Capener who 
introduced his subject by a discussion of the biome- 
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chanical problems prior to a thorough discussion of 
surgical treatment. Roland Barnes, in Chapter 2, on 
Peripheral Nerve Injuries, considers this problem 
from the standpoint of clinical features, indications 
for operation, operative technic, postoperative care 
and the end results to be expected. Chapter 5, by fj. 
Dobson discusses the Role of Antibiotics in the 
Treatment of Tuberculous Diseases of Bones and 
Joints. 

Sir Harry Platt wrote Chapter 4, entitled Congenital 
Dislocation of the Hip, particularly considering the 
role of open reduction, very ably drawing on his many 
years of experience with this problem. Muscle and 
Tendon Transposition in Poliomyelitis, writtten by 
John M. P. Clark, constitutes Chapter 5. J. G. Bonnin 
discusses the Internal Derangements of the Knee Joint 
and Allied Conditions in Chapter 6. Chapter 7 by 
F. W. Holdsworth is on Traumatic Paraplegia, and 
H. J. Seddon considers Pott’s Paraplegia in Chapter 8 
in a most concise and instructive manner. Chapter 9, 
on Displacement of the Upper Epiphysis of the Femur, 
is written by J. C. Scott. The author adds very little 
to our knowledge concerning this problem and it ap- 
pears that the surgical treatment of cervical coxa vara 
could be much more complete. R. Guy Pulvertaft, in 
Chapter 10, reviews the causes and treatment of Con- 
tractures of the Hand. This chapter is succinctly 
written and beautifully illustrated, the author borrow- 
ing freely from other writers on Hand Surgery. 


The last chapter, Fractures of the Neck of the 
Femur, is written by C. H. Grey. He deals, in some 
detail, with a consideration of the blood supply of the 
femoral head and the classification of intracapsular 
fractures of the neck of the femur. Treatment is con- 
sidered at some length. The complications of frac- 
tures of the neck of the femur are listed but not 
exhaustively discussed. Extracapsular fractures of the 
neck of the femur, fractures of the neck of the femur 
in children and irradiation fractures of the neck of 
the femur are also briefly discussed. This chapter 
would perhaps be more interesting had it preceded 
the first chapter in the book, entitled, Reconstructive 
Surgery of the Hip Joint. 

In general, the book is written with remarkable 
brevity and clarity, typical of British authors, and 
one’s great hope is that Sir Harry Platt will edit more 
of the Modern Trend series. This book will find great 
usefulness in the library of the practicing orthopaedist, 
as well as in the library of the House Officer. 


Histamine. Ciba Foundation Symposium Jointly 
with The Physiological Society and 
The British Pharmacological Society 


Edited by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch.; and Cecilia M. O’Connor, B.Sc. 460 
pages, 133 illustrations. Boston: Little, Brown and 
Company, 1956. Price $9.00. 

This volume, published in honor of Sir Henry Dale, 
one of the outstanding pioneer workers in the field of 
histamine research, is one of the finest collections of 
papers on the subject of histamine available in the 
modern literature. This volume is composed of some 
forty-four papers on various areas of histamine research 
which present the current knowledge of histamine 
lucidly and concisely. The presentations are divided 
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into two sections. The first section of three parts 
covers a symposium of the Physiological and Pharma- 
cological Societies held at the Wellcome Foundation. 
Part 1 covers the occurrence of histamine in the body; 
part 2—the release of histamine; part 3—the origin 
and significance of histamine in the body. The second 
section covers a symposium held at the Ciba Founda- 
tion, and includes two general topics: part 1—the 
origin and fate of histamine in the body; and part 2— 
the location of histamine in the body and the mecha- 
nism of histamine release. 


It is not possible to review in any detail the contents 
of an exhaustive monograph of this nature. However, 
it will be of value to pharmacologists, physiologists, 
and clinicians who are interested in this fascinating 
subject. Perhaps the real merit of the book lies not 
so much in the papers presented as in the extensive 
spirited discussions which follow each paper. These 
discussions have been carefully recorded and edited 
and are an invaluable addition to the more formal 
papers. Although the individual papers are rather 
brief, most authors have included an excellent bibliog- 
raphy for the use of the reader who wishes to explore 
the more remote aspects of a particular subject in 
greater detail. 


Strabismus, Diagnosis and Treatment 


By Beulah Cushman, M.D., Associate Professor of 
Ophthalmology, Northwestern University Medical 
School, Chicago. 203 pages, illustrated. Philadel- 
phia: Lea & Febiger, 1956. Price $6.00. 

This basic textbook dealing with anomalies of the 
extraocular muscles approaches the subject from the 
practical standpoint as to diagnosis and treatment. It 
should be understandable to both the student and 
practicing ophthalmologist. It is brief, concise and 
avoids repetition. The entire subject matter is dealt 
with in 122 pages, the balance of the book being 
case reports. The author is a follower of the teach- 
ings of Duane and White. 

There is a brief bibliography after each of the five 
chapters that calls attention to the views of other 
authorities such as Adler, Bielschowsby, Lancaster and 
Verhoeff. The few photographs are well chosen. 

The book is recommended for anyone desiring a re- 
view of the subject of strabismus. 


Glaucoma: A Symposium Organized by The Council 
for International Organizations of Medical Sciences 
Under Auspices of UNESCO and WHO 


Edited by Sir Stewart Duke-Elder, England. 317 
pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1955. Price $7.50. 

The disease causing more loss of vision than any 
other was discussed in a symposium held during Sep- 
tember, 1954. It was attended by leading ophthal- 
mologists from throughout the world. 

This book is an outgrowth of that meeting. Glau- 
coma is reviewed in its entirety, from the standpoint 
of basic anatomy, physiology and pathology. The im- 
portant differences and the more recent addition to 
our knowledge of the physiological behavior associ- 
ated with glaucoma are stressed. 


Other features of the symposium were reviews of 
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diagnostic methods such as gonioscopy, tonography and 
an evaluation of the provocative tests for raising the 
intraocular pressure. A relatively lesser portion of the 
book deals with the medical and surgical therapy. 

This book should be available to every ophthalmol- 
ogist because of the importance of the subject matter, 
the changing concepts of the glaucomatous processes 
and the unusual quality of the various authors con- 
tributing papers. 


Pathology 


By Peter A. Herbut, M.D., Jefferson Medical Col- 
lege. 1,182 pages. Philadelphia: Lea & Febiger, 
1955. 

The text is well composed and readable. The best 
features include the illustrations, which are well se- 
lected and reproduced, and a good index. A worth- 
while feature, not present in other texts of pathology, 
is a chapter devoted to the technic of the autopsy. 
This description is of value to the student and also 
may be of help to the physician who occasionally per- 
forms an autopsy. 


Pathologic entities are well covered. It is difficult 
to find an area of inquiry not touched upon. Many of 
these descriptions are of necessity brief but an ade- 
quate reference list is included. Comments regarding 
treatment seem unnecessary and such comments may 
serve to date the book. 

More adequate discussion of the concepts of gen- 
eral pathology would be desirable. Experimental 
aspects of pathology are not emphasized. This book 
is for the most part a very good compilation of path- 
ologic anatomy and, viewed in this light, is recom- 
mended for the student of pathology. 


Clinical Laboratory Diagnosis 


By Samuel A. Levinson, M.D., Professor of Pathol- 
ogy, University of Illinois College of Medicine and 
Director of Laboratories, Research and Educational 
Hospitals, Chicago; and Robert P. MacFate, Ph.D., 
Chief, Division of Laboratories, Board of Health 
City of Chicago. Fifth Edition. 1,246 pages. 244 
illustrations and 13 plates. Philadelphia: Lea and 
Febiger, 1956. Price $12.50. 


In this lengthy volume are included the details of 
every important currently accepted laboratory pro- 
cedure. It contains a wide variety of chapters includ- 
ing discussions of the laboratory procedures used in 
metabolic disorders, milk and water analysis, toxi- 
cology, and histologic technics, as well as the ex- 
pected discussions of hematology, blood, urine, and 
gastric juice, for example. 


Brief resumés of diseases and physiological consid- 
erations are found in several of the chapters. Differ- 
ential diagnosis from the point of view of the labora- 
tory procedures which are available is summarized in 
several valuable charts. In addition some of the dis- 
cussions are illustrated with beautiful color plates. 
The cook-book details of the preparation of the indi- 
vidual culture media and various stains are also in- 
cluded. 


The greatest value of this volume lies in the ease 
with which it can be employed for reference, for it 
contains excellent cross indexing. This book can be 
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used, with benefit, by the internist and general prac- 
titioner as well as the medical student and intern. It 
should be used for reference primarily, and it should 
be a great help to anyone who is installing an office 
or hospital clinical laboratory. 


Atlas of Exfoliative Cytology, Supplement | 


By George N. Papanicolaou, M.D. Published for the 
Commonwealth Fund. Cambridge: Harvard Uni- 
versity Press, 1956. Price $4.00. 

This supplement, to be used in connection with Dr. 
Papanicolaou’s Atlas of Exfoliative Cytology, is an at- 
tempt to bring this widely used laboratory technic 
up to date. The most noteworthy feature is the 
use of adjacent plates illustrating cytology and _histo- 
pathology of benign and malignant tumors from vari- 
ous organs capable of examination by exfoliative cytol- 
ogy methods. This will bridge a gap for the pathol- 
ogist and help him in his interpretations of such 
material. There are 14 such plates. The illustrative 
material is well selected and well done technically. 
Dr. Papanicolaou remains the leader in the field 
which he first established on a firm basis. 


J.A.M.A. Queries and Minor Notes 


334 pages. St. Louis: C. V. Mosby Company, 1956. 

Price $5.50. 

This annual volume is a compilation of the queries 
and minor notes which are published monthly in the 
Journal of the American Medical Association. One 
need only point out to the reader the many answers 
which must be given each year to such queries, which 
presume extensive research in the answering of these 
questions. The answers usually express good opinions. 
The practicing physician who reads these queries and 
minor notes regularly will be pleased to have this 
reference book available to him. 


The Happy Life of a Doctor 


By Roger I. Lee. 278 pages. Boston: Little, Brown 

and Company, 1956. Price $4.00. 

Roger I. Lee, a graduate of Harvard College and 
the Harvard Medical School (1905), traces his life 
through these institutions, his internship at the Mas- 
sachusetts General Hospital and then into practice in 
Boston in 1907. He was a student of pathology, and 
the possessor of an inquisitive mind. In 1913 he 
became the Professor of Hygiene in Harvard College. 
In this office he shifted the emphasis to a study of 
health rather than disease. This career was inter- 
rupted by service as head of the medical section of 
the Harvard Unit in World War I, initially as part 
of the British Army and later as a consultant to the 
Third Corps of the United States Army. During this 
time he advocated and accomplished the removal of 
K. P. duty as a form of punishment, insisting that 
kitchen personnel should be trained and supervised. 

After the war Dr. Lee returned as Assistant Chief of 
the medical service at the Massachusetts General Hos- 
pital. He directed Dr. Minot into the monumental 
cooperative study of pernicious anemia and with an- 
other group exploded the myth of the athletic heart. 
He also served as the first Dean of the Harvard School 
of Public Health. 


In 1924 he became active in practice again. He 
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took a great interest in the American Medical Associa- 
tion and the American College of Physicians, being 
elected to the office of President of both of these 
large national societies. In 1943 he was elected as a 
Fellow of the Royal College of Physicians of London. 
During World War II Dr. Lee served as a member 
of the National Research Council. 

As he reviews these years Dr. Lee calls to mind the 
names and accomplishments of many great men of 
medicine. 

His philosophical consideration of medicine and 
morals, the doctor in the army, the problems of 
practice today improved as they are by antibiotics, 
insulin, and other agents; the question of fee sched- 
ules; the participation of the doctor in his professional 
societies and in the non-medical community problems, 
are all flavored with a background of experience and 
intelligent interpretation. 

Psychosomatic medicine and the care of the aged are 
subjects discussed in detail of his wide personal ex- 
perience and his interpretation of the problems are 
summarized by homely and unique explanatory 
phrases. He compares, among others, good humor to 
good manure and makes the comparison logical and 
acceptable. 

Those in practice while working in the eerie hours 
of a cold wintry morning may question the title, 
“The Happy Life of a Doctor,” but as one reads this 
entertaining and interesting life history of Roger I. 
Lee, he certainly must agree that it is indeed a story 
of the Life of a Happy Doctor. 


Internal Secretions of the Pancreas, Volume 9 
of Ciba Foundation Colloquia on Endocrinology 


Edited by G. E. W. Wolstenholme and Cecilia M. 

O’Connor. 287 pages with 100 illustrations. Boston: 

Little, Brown and Company, 1956. Price $7.00. 

This volume is a recent addition to a distinguished 
series of symposia organized and published under the 
auspices of the Ciba Foundation. It brings into clear 
view the current investigative work of many of the 
world’s most outstanding authorities in the field of 
carbohydrate metabolism. The symposium is coordi- 
nated by Professor F. G. Young. Professor C. H. Best 
contributes generously to the discussions. Among the 
contributors are Cori, Foa, von Holt, Park, Waugh, 
and Sutherland. Seventeen papers are included, cover- 
ing such topics as the physiological activities of glu- 
cagon, the mechanism of action of insulin, and the 
interrelationships among the pituitary, the liver, and 
the pancreas in regulating carbohydrate metabolism. 
Each paper represents in its own right a solid con- 
tribution in carbohydrate physiology. Proper perspec- 
tive is provided not only by the review of previous 
work which appears in the introductory section of 
each paper but also by the discussions which follow 
each presentation. 


Wire Brush Surgery 


By James W. Burks, Jr., M.D., Associate Professor 
of Clinical Medicine (Dermatology), Tulane Uni- 
versity of Louisiana School of Medicine. American 
Lecture Series. 154 pages. Springfield, Illinois: 


Charles C. Thomas, Publisher, 1956. Price $6.75. 
In this book on Wire Brush Surgery, skin planing 
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or dermabrasion as it is more popularly known, is 
presented in a clear, concise, comprehensive manner. 
Dr. Burks has had an unusually wide experience with 
this procedure, having treated over 700 patients. Der- 
mabrasion was first performed in this manner by 
Kurtin in 1953. The method discussed in the book 
is essentially as described by Kurtin, with some minor 
changes. 

The chapters on the anatomy and _ histopathology 
of the skin furnishes an excellent basis for the dis- 
cussions of the technic of the operation and its com- 
plications. The book is well illustrated with black and 
white photographs. 

Dr. Burk’s thoughts on the psychologic aspects of 
skin planing are presented very well, and if he 
sounds enthusiastic about his results it is probably 
because he accomplishes excellent results. 


Most dermatologists undoubtedly will not use skin 
planing for most of the procedure discussed in this 
book, but will most likely concentrate on scarring 
which is the result of acne vulgaris. 


This book is a valuable addition to the growing 
literature on skin planing and for those physicians 
performing the operation. 


The Recovery Room— 
Immediate Postoperative Management 


By Max S. Sadove, M.D., Professor of Surgery (Anes- 
thesiology) and Head, Division of Anesthesiology, 
and James H. Cross, M.D., Clinical Assistant Profes- 
sor in Surgery, both at the University of Illinois 
College of Medicine. 565 pages, illustrated. Phila- 
delphia: W. B. Saunders Company, 1956. Price $12.00. 


The authors have devoted the first two chapters of 
this book to the intensive therapy unit including 
under this discussion the post-anesthesia recovery 
room. ‘These two chapters give an excellent outline 
of the requirements for an intensive therapy unit in- 
cluding diagrams of suggested floor plans and complete 
lists of equipment necessary. There is also a good 
discussion of the principals of recovery room manage- 
ment. These two chapters should be read by anyone 
who is setting up a new recovery room in a hospital 
or who is planning a revision or renovation of an 
existing recovery room. The third chapter of this 
volume contains a very good discussion of the man- 
agement of circulation, shock, respiration, and nutri- 
tion. This chapter would serve as an excellent review 
for any practicing surgeon and should be well worth 
the time of any intern or resident in surgery. The 
remainder of the book is devoted to the pre- and 
postoperative care of patients who are to undergo 
surgery of various types. This portion of the book 
gives in detail the steps necessary for careful preopera- 
tive preparation and safe postoperative management 
of patients in almost any conceivable type of surgery. 


The reviewer recommends the first two chapters 
most heartily to anyone engaged in the planning or 
management of a recovery room, and the remainder 
of the book particularly to house officers who are 
seeking a safe pre- and postoperative regimen. The 
later chapters will serve as a handy reference to the 
surgeon when he encounters a problem which does not 
come to his attention frequently. 
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The Association announces with deep regret the recent death of Dr. James M 


Brockman, Memphis, Chairman of the Section on Gynecology. 
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‘Metamucil does both!’’ 





Irritant laxatives are unnecessary with 
Metamucil since this hydrophilic 
mucilloid produces soft, easy stools and 
stimulates normal peristalsis. 
*‘Smoothage’’ management with Metamucil 
may be employed with success in every 
type of constipation, 
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psyllium hydrophilic mucilloid with dextrose 














50 SOUTHERN MEDICAL JOURNAL JULY 1957 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 





(The Pioneer Post-Graduate Medical Institute in America) 


PROCTOLOGY and 


DERMATOLOGY and SYPHILOLOGY GASTROENTEROLOGY 


\ two months combined course comprising attendance 
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operative proctology on the cadaver, anesthesiology, wit 
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tively and post-operatively in the wards and_ clinics; 
attendance at departmental and general conferences 


\ three vear course fulfilling all the requirements of 
the American Board of Dermatology and Svphilology. 
Attendance at departmental and general conferences. 


OBSTETRICS and GYNECOLOGY 
PRACTICAL 
A two months full-time course. In Obstetrics: lectures: ELECTROCARDIOGRAPHY 


prenatal clinics; attending normal and operative deliv 


eries; detailed instruction in operative obstetrics (mani- A two weeks part-time elementary course for the prac 
kin). X-rav diagnosis in obstetrics and gynecology. Care titioner based upon an understanding of electrophysio 
of the newborn. In Gynecology: lectures; touch clinics: logic principles. Standard, unipolar and_ precordial 
witnessing operations; examination of patients pre electrocardiography of the normal heart. Bundle branch 

oO . a *T' a ar c ° 
»peratively; follow-up in wards post-operatively. Obstetri- block, ventricular hypertrophy, and myocardial infarc 


: tion considered from clinical as well as electrocardio 
al and gynecological pathology. Culdoscopy. Studies in graphic viewpoints. Diagnosis of arrhythmias of clinical 
sterilitv. Anesthesiology. Attendance at conferences in significance will be emphasized. Attendance at, and 
obstetrics and gynecology. Operative gynecology on the participation in, sessions of actual reading of routine 
cadaver. hospital electrocardiograms. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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Continued from page 958 


elected vice-president of the American Academy of 
General Practice 

Dr. W. Bruce Schaeter, Toccoa, is the newly in 
stalled president of the Medical Association of Georgia 
Dr. Lee Howard, Savannah, was named by the Med 
ical Association of Georgia to serve as president-elect 
for the vear 1957-58. Dr. Christopher J. McLoughlin, 
Atlanta, was elected to serve as secretary for the next 
three vears. 


KENTUCKY 


Dr. W. D. Epling, Russell Springs, has recently re 
ceived public acknowledgment from the local high 
school coach and citizens of the community through 
the Times-Journal of Russell Springs, for his “untiring 
and selfless efforts in behalf of all the boys during 
their participation in three recent tournaments.” 

Dr. Charles W. Morris, Lakeland, has recently as 
sumed the position of clinical director of Central State 
Hospital. 


Dr. G. David McClure, Louisville Opthalmologist 
and his wife, Mrs. Gwendolyn Parker McClure, have 
recently passed the state bar examinations. 


Dr. Rex O. McMorris, chairman of the Department 
of Physical Medicine and Rehabilitation, and medical 
director of Rehabilitation Center, Inc., has recently 
heen appointed as a permanent faculty member of 
the Institute for Rehabilitation Center Planning. 


Continued on page 54 
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SULFASUXIDINE®—NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


When diarrhea brings misery to your patients, 
the prime consideration is prompt, lasting relief. 
CREMOMYCIN is so formulated that bacillary as 
well as nonspecific diarrheas respond promptly— 
often dramatically. The comprehensive, yet local 
antibacterial action of the neomycin and the Sulfa- 
suxidine content is concentrated in the gut and 
is complemented by kaolin and pectin, which 
soothe inflamed mucosa, adsorb toxins, and help 
normalize intestinal motility. 


MERCK SHARP & DOHME 
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* orally effective | 

* relatively long-acting 

* minimal side actions 

* nonsoporific 

®tolerance no problem 

®no known organic contraindications 


Effective 
for the Symptomatic Relief of Muscle Spasm in 
Parkinsonism Whiplash injuries 
of all types Torticollis 
Low back pain Hemiballism 


Herniated intervertebral disc 
Fibrositis 


Huntington’s chorea 
Cerebral palsy 


* Trademark of Brocades-Stheeman & Pharmacia 
U.S. Patent No. 2,567,351. Other patents pending. 
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reaults were obtained in 59 


lytic effect, Disipal evokes 


ism (arteriosclerotic, post- 


(49.1%) and fair results in 


a mildly euphoric response, encephalitic, and idio- 24 (20.1%). Sideeffectsare 
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Disipa ipal is nonsoporific Con- results in 286 (59%), and (50 mg.) t.i.d. In combina- 
tinuous therapy for as long fair in 97 (20.2%). tion with other spasmolytic 
as 44 months produced no In 120 cases of other types drugs, dosage is titrated to 
serious ill effect, no tolerance. 
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Continued from page 51 


Dr... 5. 


chosen 


Leland Tanner, Henderson, was recently 
“Family Doctor of the Year” during the annual 
meeting of the Kentucky Academy of General Practice, 
recently held in Louisville. 

Dr. Charles G. Bryant, Louisville, was recently 
named president-elect of the Kentucky Academy of 
General Practice. Dr. W. E. Becknell, Manchester, was 
installed as president. Other officers include Dr. 
George P. Archer, Prestonsburg, vice-president; Dr. 
John J. Rolf, Covington, secretary-treasurer; and Dr. 
Carroll Witten, Louisville, delegate to the American 
Academy of General Practice. 


LOUISIANA 


Dr. Waldo L. Treuting, recently accepted member- 
ship on the committee on professional education of 
the American Public Health Association. 


Dr. Howard Mahorner, was recently elected presi- 
dent of the Southeastern Surgical Congress at thei 
meeting held in St. Petersburg, Florida. 

Dr. John Adriani, recently received the distinguished 
service award from the International Anaesthesia Re 
search Society. 

Dr. Robert F. Sharp was recently chosen as president- 
elect of the American Urological Association. 

Dr. Henry Leidenheimer, Jr., has been appointed 
commander of the newly activated 1,000-bed Air Force 
Reserve Hospital at Veterans Administration Hospital 
in activation ceremonies April 8. 






1 tablet 
all day 





1 tablet 


OW 


all night 
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Dr. Eugene B. Vickery was recently honored by re 
ceiving a plaque from Flint-Goodridge Hospital for 
his services to the hospital. 

Dr. Zachary Wohl was recently chosen president of 
the Creole Poodle Club of New Orleans. Dr. Arthy 
C. Davidson was elected director-at-large. 

Dr. Oscar Blitz received the Legion of Merit award 
for exceptionally meritorious conduct in the perform. 
ance of outstanding service in the Mediterranean 
Theater of Operations from October 23, 1943 to July 
SI, 1945. 

Dr. Alton Ochsner, New Orleans, recently received 
ihe gold medal of the Buffalo (New York) Surgical 
Society. ~ 


[he New Orleans Graduate Medical Assembly has 
elected the following officers and members of the Ex 
ecutive Committee. They are: Dr. Charles L. Brown, 
president; Dr. J. O. Weilbaecher, Jr., president-elect; 
Dr. Max M. Green, first vice-president; Dr. Joseph N, 
Ane, second vice-president; Dr. M. M. Hattaway, third 
vice-president; Dr. Maurice E. St. Martin, secretary; 
Dr. Ralph M. Hartwell, treasurer; Dr. V. Medd Hen- 
ington, director of program; Dr. Sam Hobson, assistant 
director of program; and Dr. H. Reichard Kahle, as 
sistant director of program. 

the Executive Committee include: Dr. Eugene H. 
Countiss (retiring president) Dr. George D. Feldner, 
Dr. W. E. Kittredge, Dr. George H. Hauser, and Dr. 
Hugh T. Beacham. 


Simplified dosage* 
to prevent 
Angina Pectoris 





Metamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 
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re MISSISSIPPI 
for 
The first physicians to complete their medical 
of F schooling within Mississippi since 1910 received their 
ur ) M.D. degrees in a commencement ceremony held by 
| the University of Mississippi School of Medicine in 
i Jackson on Sunday, June 16. 
TC . 
* Records show that three seniors were graduated 
an during a one year, illstarred attempt to offer clinical 
ily training at the Vicksburg Charity Hospital in 1909-10. 
From that date until the new University Medical Cen- 
“l ter in Jackson was completed in = 1955, only basic 
ie science medical education was offered in Mississippi. 
“a 
Sa Dr. David S. Pankratz, dean of the four year school 
of medicine and director of the center, announced that Gallstones are composed chiefly 
24 candidates received the M.D. degree and 4 candi of cholesterol. The principal 
; “pe ; y Si o © s . . s . - . 
“a dates received the B.S. degree in Nursing at its first cause of the disease is an in- 
commencement. 
ct; | creased cholesterol content of 
N Dr. Guy A. Caldwell of New Orleans, a member ot en bile. leadi aS" 
rd the AMA Council on Medical Education and Hos- stagnant bile, leading to inspis- 
sn pitals, delivered the graduation address. A native sation and calculosis. 
ry; Mississippian, Dr. Caldwell was one of the AMA- 
‘a \AMC survey group which twice visited the school 
int before its accreditation in February, 1957. 
~ University officials, members of the Board of Trus- 
tees of the Institutions of Higher Learning, full-time 
H. and clinical faculty members and candidates formed 
er, the academic procession at the graduation exercises 
yr. held at 4:00 p.m. in Murrah auditorium. 
Continued on page 56 
CHOLOGESTIN prevents 
gallstones because it maintains 
cholesterol in solution in the 
bile, and also increases the se- 
‘ cretion and flow of bile. Con- 
tains salicylated bile extract 
with pancreatin and sodium 
bicarbonate. 





The recommended dosage of 
CHOLOGESTIN is | table- 
spoonful in cold water after 
meals. If tablets are preferred, 
| 3 TABLOGESTIN Tablets are 


| equivalent to 1 tablespoonful 
yy” of Chologestin. 
Ros BRAND OF MECLIZINE HYDROCHLORIDE " ese sagrustcnateectiragieurdonetin ah sigue miata taaaaiaaoates 


be prevents nausea, rc ‘a aaron "i York 36,N.Y. 9 5MJ-7 
i dizziness, vomiting Bee een ee ee TABLOGESTIN together with 
of motion sickness 

in minutes Pfizer 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment ol 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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MISSOURI 


Drs. Louis H. Kolher and A. K. Busch, both of §¢. 
Louis State Sanitorium, and Drs. Robert Barnes and 
John Cumming, of Kansas City Health Foundation, 
have recently been appointed Clinical Associates jn 
Psychiatry in the University of Missouri Department 
of Medicine. 

Dr. Clarence D. Davis, formerly professor of ob. 
stetrics and gynecology at the University of Missouri 
School of Medicine, Columbia, was recently appointed 
associate professor of obstetrics and gynecology at the 
Yale University School of Medicine, New Haven, Con 
necticut. 

Dr. Frank B. Engley, Jv., assistant dean of the School 
of Medicine and professor and chairman of the De 
partment of Microbiology, was recently elected a 
charter member of the American Academy of Micro 
biology. 

Dr. B. A. Moranville, II, assistant instructor and 
first year resident in the Department of Medicine, was 
the recipient of the Mead-Johnson Award on March 
27, 1957, conferred by the Mead-Johnson Awards Com- 
mittee of the American Academy of General Practice 
meeting in St. Louis. 

Dr. D. T. Smith, James B. Duke professor of bac- 
teriology in the Duke Medical School, has recently 
received the Trudeau Medal at the Association's an- 
nual convention. 


Continued on ‘2 59 


ideal.. O08 when dermatoses are in bloom 


NEO-MAGNACORT 


neomycin and ethamicort 


topical ointment 


NEOMYCIN+the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement, In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 


0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 


In 1/2-0z. and 1/6-o0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES (Pfizer Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


* Trademark 
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NEW WOUNDS 


WOUNDS 


Antibiotic Ointment 


first clears the wound of tissue debris by proteolytic 

enzymatic digestion...then cleans the wound of infection by 
positive antibiotic action. 
trypsin/chymotrypsin/bacitracin/polymyxin 

CLEANED WOUNDS HEAL...AND FASTER 
in any breach of the skin surface, faster healing will result 
from application of Tryptar Antibiotic Ointment. 

Tryptar Antibiotic Ointment is safe, virtually non- 


sensitizing, and does not affect living tissue. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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just one tablet per day 


* Curbs the appetite 






*x Elevates the mood 


*x Relieves daily tensions 


Du-Oria combines the calming effects of reserpine with the mood-elevating 
action of methamphetamine. Reserpine takes the ‘“‘jittery’’ edge off the 
methamphetamine, which gently curbs the appetite and elevates the mood. 


eee * 
ie |e Go @ <i BRAND OF METHAMPHETAMINE AND RESERPINE 


SUSTAINED-RELEASE TABLETS 


COMPOSITION: Each Du-Oria tablet contains: 
Methamphetamine hydrochloride 10.0 mg. 
Reserpine 0.25 mg. 
DOSE: One tablet before 10:00 A.M. 
SUPPLIED: Boxes of 60 and bottles of 500. 





Send for Samples , A 
i 
Vv B. F. ASCHER & COMPANY, INC., Ethical Medicinals + Kansas City, Mo. 


Velaudi 


the first thought for pain relief 





Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


e Pain relief without hypnosis 

* Smooth, quick action 

e Minimum of side effects 

e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations 
Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor NEW JERSEY 
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Continued from page 56 


Dr. Abraham Van Der Borden was recently ap 
pointed assistant instructor in the Department of 2 
Medicine and is serving as a first year resident at the Pfizer 
University of Missouri Medical Center. 

Dr. Enriqueta Montes was recently appointed as as 

ant instructor and first year resident in the De | t cti 
pan of Pediatrics at the University of Missouri onges a ing 
Medical Center. 


. . 
Dr. Herbert G. Lang was recently appointed an in motion-sickness 


suuctor and third year resident in the Department vi 
of Obstetrics and Gynecology at the University of preventive 
Missouri Medical Center. 
Dr. James H. Allen has recently been appointed as 
sistant instructor and first vear resident in the De 
partment of Medicine at the University of Missouri 
Medical Center. 
Dr. John David Collins, Macon, Was mopnnaty ap ensine ‘or tinting evniaaiicails 
pointed a lecturer in) Medico-Legal Medicine to the 


School of Medicine. 






Dr. Vincent Perna, Greenwich, Connecticut, has re 
cently joined the staff of the Pathology Department at 
the University of Missouri School of Medicine. 


NORTH CAROLINA 


Dr. 1. Franklin Williams of the University of North 
Carolina School of Medicine was recently named a 
Markle Scholar. 


Dr. Warner Lee Wells, assistant professor of surgery, 





Continued on page 60 












re ‘Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
~~ Therapy @ Supervised Sports @ Religious Services 
Plus... 

Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast. 


Rates Include All Services and Accommodations 


r MODE . no SPI ra “= r Oo 7 Brochure and Rates Available to Doctors and Institutions 


Medical Director—SAaMuEL G. Hisss, M.D. 
EMOTIONAL READJUSTMENT 4ssoc. Medical Director—Watrer H. WELLBORN, Jr., M.D. 


LET S: PETER J. Spoto, M.D. 


TARPON SPRINGS FLO RIDA Zack Russ, JR., M.D. Arturo G. GonzALEz, M.D. 


et i 





Warson, M.D. Rocer E. Puitiirs, M.D 
Wa cter H. Battey, M.D. 


ON THE GULF OF MEXICO i a Consultants in Psychiatry 
QL Le 
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Continued from page 59 


9 University of North Carolina School of Medicine, was 

A llen S recently named the winner of the 1957 O. Max Gard 
ner Award. 

Dr. John B. Hickam (CQ) of the Duke University 

INVALID HO me. Medical School faculty has been honored for outstand 

ing service to the Department of the Air Force. He 

is one of three recipients of Exceptional Service Awards 

presented this week at Patrick Air Force Base, Florida 

MILLEDGEVILLE, GEORGIA mee by Secretary of the Air Force James H. Douglas, Ir 

: Dr. Lenox D. Baker, professor of orthopaedic surgery 

in the Duke University School of Medicine, was re 

cently named president-elect: of the North Caroling 


NERVOUS AND Medical Society. 
MENTAL DISEASES Drs. Benjamin A. Johnson and Susan C. Dees re 
cently won the Cooper Memorial Award for the best 
scientific paper by fellows of the North Carolina 


ime . Medical Socie > je F preventive medicine 
Ground 600 Acres — Buildings, Brick edical Society on the subjects of preventive medicine, 
maternal or child health, or public health. 


ESTABLISHED 1890 


For the treatment of 


Fireproof — Comfortable — Convenient Dr. Peter Paul Vaughn was recently named assistant 


professor in the Department of Anatomy of the Uni 
versity of North Carolina School of Medicine. 


OKLAHOMA 


Dr. O. W. Rice, McAlester, was recently honored 
with a day-long celebration “Doctor O. W. Rice Day 
for his sixty years of community service. 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 
DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Dr. C. E. Calhoun was recently honored for his 47 


Te ; : aie 
rms Reasonable years of service to Sand Springs. On March 25 they 








Continued on page 70 





Pluralizes Potency 4 Times! 


Katrasul combines 4 powerful sulfas in one 
palatable preparation. Provides broad spec- 
trum of activity 4 times as potent as any 
single sulfa. Toxicity and sensitization reac- 
tions approach zero. 

Formula includes Sulfadiazine, Sulfa- 
merazine, Sulfamethazine, Sulfacetamide 
—each notable for antibacterial action. 

Use of only fractional dosage of each 
sulfa results in greater solubility, virtual 
elimination of crystalluria. 

Katrasul combats both gram positive and 
gram negative bacilli. Effective against 


Now, 4 Clinically- 
Proven Sulfonamides both common microorganisms and specific 
infections. 


Unite for Safe, Delightful coconut-custard flavor in- 
Superior Action vites patient acceptance. 


Supplied: gallons, pints, 4 oz. bottles 


Kat ras ul also bottles of 100, 1000 tablets 


Chimedic 


o 
Nee 








CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
Pacific Coast Branch 381 Eleventh St., San Francisco, Calif. 
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A new 
therapeutic approach 


with inherent safety 


BEFORE 


Reddened, fissured and excoriatec 


anal skin, and whitening of the al ° 
folds, accompanied by intense burning | n 


and itching of 3 years’ duration 


HYDROLAMINS 


TOPICAL AMINO ACID THERAPY 





Unique physiologic barrier—topical amino acids— 


brings rapid relief (98%') and complete healing (88%') 


**...the objectives of therapy in pruritus ani can be listed 
under 3 headings: 


(1) relieve itching: {Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours.'] 


(2) accelerate healing, [Hydrolamins rapidly and com- 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


AFTER (3) allow natural healing without trauma due to physical, 
Same case after treatment with Hydro chemical, allergic, or microbiologic agents.’’? [The 
lamins. Note healing of the inflamed : . : 

Seidl dad ciaaianes aan wid of Wie amino acids of Hydrolamins promote safe, natural heal- 
whitened anal folds ing while the ointment protects the perianal area from 
irritation.'] 





Due to the rapidity of action of Hydrolamins, it is believed that protein-precipitating 
irritants, responsible for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED: In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 





1. Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis 
18:59 (Feb.) 1951. 


2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am. J. Surg. 90: 805 (Nov.) 1955. 
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Whatever else you try 
you too will 
retin te 


gentia-jel 


it works when others fail 


0.1 yentian violet vaginal anti-infective in 


12 ngle dose disposable plastic applicators 


at 
riod PHARMACEUTICALS * Div burn Co.+ Buffalo 13, N.Y. 
tet ae 





JULY 1957 











Appalachian Gall + ssnevi 


EstTABLIsHED 1916 


le, North Carolina 





An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 
Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wn. Ray GnriFFIN, JR., M.D 
Ropert A. GrirFin, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEvILLE, N. C. 


Mark A. GRIFFIN, M.D. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 


RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


sery ices. 


(Organic diseases of the nervous system, psycho 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 


problems.) 


Dr. Howarp R. Masrers Dr. JAMES Asa SHIELD 
Dr. WEIR M. Tucker Dr. Georce S. Furrz, Jr 
Dr. Ametia G. Woop Dr. Roperr K. Witttams 
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Pfizer 


a proven 
“suppressor of 
- postoperative , 


BRAND OF MECLIZINE HYDROCHLORIDE 








VITA-POOD 


Putt cserrreaeD oaW® { 
SREWers’ YEAST 
Weamm s comm! 


mag 

Ate we | 

Wm 2008 CO. | 
Geum ans 


patients. 








CLINICAL RESULTS . 


in the therapy of many disorders have steadily 
improved as nutrition of the patient has been 
enhanced, with special attention to optimal 
levels of the entire vitamin B complex and bio- 
logically complete protein—as in VITA-FOOD 
genuine Brewers’ Yeast, which also supplies 
essential minerals, lipotropic and other factors; 


and is highly digestible even by severely depleted 


When you prescribe, specify 





VITA-FOOD 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granulation tissue completely epithelialized 





OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FURACIN rs e@ e brand of nitrofurazone 

the broad-range bactericide that is gentle to tissues 

spread FURACIN Soluble Dressing: FURACIN 0.2% in water- 

soluble ointment-like base of polyethylene glycols. * 


sprinkle FURACIN Soluble Powder: FuRACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides %™  /* 
° 








HOTEL RESERVATION FORM 


November 11, 12, 13, 14, 1957 


All Activities in Municipal Auditorium 


(See other side for application form) 






































4 
Hitters 


51st ANNUAL MEETING 


Miami Beach, Florida 





A—Municipal Auditorium 
1—Algiers 
2—Promenade 
3—Surfside Plaza 
4—Traymore 

5—Roney Plaza 

6—Sea Gull 
7—Pickwick 
8—Cromwell L) 
9—Town House 
10—Shore Club 
11—Nautilus 
12—Shelborne 
13—Raleigh 
14—Richmond 

15—South Seas 
16—Seacomber-Surfcomber 
17—Ritz Plaza 
18—Delano 

19—National 
20—Sagamore 

21—di Lido 

22—San Juan 

23—Gale 

24—Claremont 
25—Catalina 

26—Maxine 

27—F airfax 

28—Shelby 

29—Peter Miller 





‘LAWTIC OCEAN 


g 
“~ 





APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Miami Beach, November 11, 12, 13 and 14, 1957 


A Housing Bureau has been established for your convenience in making hotel reservations in Miami Beach 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed. 
If you do not use your reservation, be sure to cancel at least 48 hours prior to arrival date. Otherwise, one 
day’s room charge will be made. 





TWIN BEDDED ROOM 








Hotel One Occupant Two Occupants Suite 
ALGIERS.... rabeciend aa eee a3 i 5 ls . $10.00 $12.00-14.00 $28.00 
155. Ly cy Ad oaliaicnaewokd baranruenaaen ates 4.00 5.00 
CLAREMONT..... ea teivig otaank wines cae neta ie aa 4.00 5.00 
DELANO..... i re erg aie ot oie a eee al a Gs ore : 8.00—10.00 10.00—14.00 30.00 
Is a cin-d Same ; y 8.00-10.00 10.00-14.00 24.00-28.00 
IN. scien es ee ee er rs ee ee tes 5.00 7.00 15.00 
GALE..... ae elas fd ea pore Ree 4.00 5.00 
MAXINE..... - Bi tale eho thea aaa wae ARN ae 4.00 6.00 
a er it ae tan ee oe 10.00 12.00 
PEMORNAE.........+... oats GAonatc ane aro ER Oeste ATES eee SILLS 8.00 8.00— 9.00 20.00 
New YORKER as cats NT OTe Pd ee Pre ee 7.00 7.00 
PeTER MILLER. : OPN Sn eee ra Pet ee 5.00 5.00 
PICKWICK. . . ee ee ae 6.00 8.00-10.00 16.00-25.00 
Re Re PEE re eee 10.00-12.00 12.00-14.00 28.00 
I oo os a peice ite SRM ORIOLE Sisraraicies tera Visors 6.00 7.00 
EE ree rE ere rer eee 6.00 6.00 
ee i lg wig Syme aO am bai Be eo 6.00 7.00 20.00 
TN, cn denim a pene. eneabsee =F es tea 8.00-10.00 10.00-14.00 25.00-40.00 
OER SO Se ee eae es ans 7.00 8.00 14.00 
I ia 805 wnspientne ania eae eee ieee Cee 6.00 
eee Ee Oe er re Wa ea emeetete tier 5.00 7.00 20.00 
SEACOMBER-SURFCOMBER.............. Sieu eaten eer 8.00 10.00 
Sea Coee....... les uis poe Sei eeae eats : 8.00 10.00-12.00 
SHELBORNE........... a Sapna a anes a P isi 10.00 12.00 24.00 
Sumiey...... Se ee ry Seer eee a ‘ 5.00 5.00- 6.00 
I cs os Seach g Stina acatotneser a ee bar rae eee 6.00 7.00 
NN disc acu cisco Grae A Se hed Ota A antares 6.00 8.00-10.00 
WI IE oo a dincsdiwees en eenhemhabat in eeeagomeys 3.50 5.00 
‘TRAYMORE...... Se asa ar aay a alata ae Mok lira tal an als 8.00 8.00—10.00 20.00 





HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1511 

Miami Beach, Florida 





Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 


Hotel Preference Twin-bedded Room: 
ES oc cunat a naancatacmncaeibaan sega ai | Gereeeeee Single Occupancy at $......... We once was 
IN oar ana gis ceavatdl coig tact d ta range aelecRa eran eT Double Occupancy at $......... _ 2 SER eeree 
CRT scccnchercanadeeasstacaeeeaeeseseae Seeaaecn GN ME civina soo ays saa Seuss 
Arrival Date ..... ae) ares atnararatarare debe a AAG Raw Gail REE EAS NE? so ectea na ta5.ord Biles xs ceatcrewees p.m... 
Departure Date ........ PE CE ee Cee ee ECE TRE DR ais sei cmeixtecives p.m... 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you 
are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept 
; your reservation, the Housing Bureau will make 
NAME. 2.6 e eect ee ee eee ne ee eenaeees as good a reservation as possible eleswhere. 


Address 
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M._D.: Mr. R. A. has left home! 
Gone back to job; arthritic pain 
and restriction of activity um- 
proved. pane basse aaa 
rful medicine yo : 
=e 2 Gratefully, WIFE. 











Sterane 


brand of prednisolone 


Most active anti-rheumatic, anti-allergic, anti-inflammatory 
corticoid. White, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 








66 SOUTHERN MEDICAL JOURNAL JULY 1957 





A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D... President 
: REX BLANKINSHIP, M.D., Medical Director 


. JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


sulin, psy chotherapy, occupational THOMAS F. COATES, M.D., Associate 
: JAMES K. HALL, JR., M.D., Associate 


ploying modern diagnostic and treat- 


and recreational therapy—for nervous 
ce % aan - PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psycholo 





addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 




















ideal.. OO when dermatoses are in loon 


NEO-MAGNACORT 


neomycin and ethamicort 


topical ointment 
NEOMYCIN-+ the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 


— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-oz. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES (Pfizer Division, Chas. Pfizer &Co., Inc. Brooklyn 6, New York 
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The # 
Vacant * 


4 Chair 


Fas Siew 









=, 
an 


POMALIN Liquid 


. effective against both specific and nonspecific diarrheas 
. palatable oral suspension . . . well tolerated 


FORMULA: = Each 15 cc. (tablespoonful) contains: 


Sulfaguanidine 2 Gm. 
Pectin 225 mg. 
Kaolin 3 Gm. 
Opium tincture 0.08 cc. 


(equivalent to 2 cc. paregoric) 


DOSAGE: adults: Initially 1 or 2 tablespoonfuls from 4 to 6 times daily, 
or 1 or 2 teaspoonfuls after each loose bowel movement; reduce 
dosage as diarrhea subsides: ; 

Children: 2 teaspoonful (2.5 cc.) per 15 lb. of body weight 
every 4 hours day and night until 5 stools daily, then ‘every . 
8 hours for 3 days. 


Bottles of 16 fl. oz. 





EXEMPT NARCOTIC. AVAILABLE ON PRESCRIPTION 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 
SMYRNA, GEORGIA 
SUBURB OF ATLANTA 
FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 


MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 





Jas. N. BRawner, JR., M.D ALBERT F. BrRAwNer, M.D 
Medical Director issociate Director 
P. O. BOX 218 Phone 5-4486 

















HILL CREST SANITARIUM 
Established in 1925 


ee ie he FOR NERVOUS AND MENTAL DISEASES 
— Seed naa AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 





James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 
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delay is 
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antibacterial 
concentrations in urine 


QA hrs. 


turbid urine frequently clear 





days 
most patients 
symptom-free 


FURADANT 
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UW Slh.. 


for rapid eradication of infection 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN] was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours . . . Some of these 
patients with seemingly impossible cases were 
cured of their infection.”’* 


FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance + nontoxic to kidneys, 
liver and blood-forming organs. 


AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 
lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN-—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 cc. tsp.). 


*Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 


) EATON LABORATORIES, NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides 
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Continued from page 60 Dr. Ruth Smith Johnson, Columbia, has recently 
: r become a member of the medical staff of the South 
celebrated “Doctor Charles Edward Calhoun Day. Carolina State Hospital. 

Dr. R. C. Pigford, Tulsa, was recently named Tulsa’s 
“Doctor of the Year.” TENNESSEE 

Dr. Robert M. Shepard, Sr., Tulsa, recently received = ee sills ail 
an honorary life membership in the Tulsa County = J. aur Said, enerenyy SNeET assumed the 
Tuberculosis Association. office of president of the Tennessee State Medical As- 
sociation. Other officers include Dr. James C. Gardner, 
Nashville, as president-elect; Drs. Thurman Shipley, 
Cookeville, Moore J. Smith, Chattanooga, and Byron 
O. Garner, Union City, are the new vice-presidents, 


Dr. Malcom E. Phelps, El Reno, was recently hon- 
ored by “Malcom Phelps Day” in recognition of the 
national honor accorded the El Reno physician who 
was installed as president of the American Academy 


* ’ ¥ en eoriri “hairm: = . 

of General Practice in March. Dr. L. W. Edwards retiring chairman of the Public 
Service Committee, was presented a certificate of merit 

SOUTH CAROLINA at the 122nd Annual Meeting of the Tennessee State 


; Medical Association. 
Dr. Clay W. Evatt, Charleston, was recently named 


medical advisor of the South Carolina Eye Bank, Inc. 

Dr. Hugh DuBose has recently been certified by the 
American Board of Internal Medicine. Dr. Mae Portor, Spring City, recently accepted a 
position with the Martin Hospital and Clinic at Pell 
City, Alabama. 


Dr. Addison B. Scoville, Jr., is the new chairman 
of the Public Service Committee. 


Dr. A. M. Robinson was recently named campaign 
chairman of the Richland County unit of the South 


Carolina Division, Inc., American Cancer Society. Dr. Raphael E. Bilbrey, Harriman, was_ recently 
' : ; ame “g Officer for Roane and Loudon Counti 

Dr. John K. Webb, Greenville, was recently made named Health Officer for Roane a uate. 

president of the Tri-State Medical Association of the Dr. Henry B. Gotten, Memphis, was recently re. 

Carolinas and Virginia. elected chairman of the Civic Research Committee. 
Dr. Carl A. West, Camden, was recently presented Dr. William J. Abel, Meigs County, was recenth 

the Distinguished Service Plaque by the J. Leroy Belk honored during an observance of Doctor’s Day. 

» > »Tic? 20] viene ° . ¥ ° 

Post of the American Legion. Dr. William E. Allison, Nashville, was recently 
Dr. Malcolm U. Dantzler, Charleston, was recently named physician for Ford Motor Company Glass Plant. 

appointed assistant health director of the Charleston 

County Health Department. Continued on page 72 





Yor your Tension Headache patients... 
to relieve both the pain and the distress Fiorinal acts 


thus Fiorinal corrects the total mechanism involved 
Dose: 1 or 2 tablets, repeated P.r.n., up to six tablets per day Each tablet 


contains: Sandoptal (Allylbarbituric Acid, N. F. X) 50 mg., Caffeine 40 mg., Acetylsalicylic 


Acid 200 mg., Acetophenetidin 130 mg. 


FIURINAL 


Sanpoe SANDOZ PHARMACEUTICALS 


Hanover, New Jersey 


ARIOSTO NAROOZ2Z: 
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By changing the attitude of the 
emotional dermatologic patient, ‘Thorazine’ 
facilitates the management of the patient and the treatment 
of skin disorders. The patient becomes less insistent 
and frantic, and accepts her affliction philosophically. 
‘Thorazine’ does not cure skin diseases but, according to 
Cornbleet and Barsky,' is a “‘most useful adjuvant to 
dermatologic therapy” in patients with an emotional background 


of tension, apprehension, excitement, anxiety and agitation. 


THORAZIN E* 


“can be to the dermatologist what the 
anesthetist is to the surgeon.”+ 


Smith, Kline & French Laboratories, Philadelphia 


1. Cornbleet, T., and Barsky, S.: The Role of the Tranquilizing 
Drugs in Dermatology, presented at 115th Annual Meeting of 
Illinois State Medical Society, May 19, 1955. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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Continued from page 70 


Dr. Harry E. Stone, Chattanooga, was recently cer- 
tified as a diplomate of the American Board of Surgery. 

Dr. James G. McMillan, Jasper, was recently pre- 
sented a certificate in appreciation for his services to 
the Marion County draft board. 

Dr. Earl Peterson, Erwin, was presented a certificate 
in appreciation for his services to the Unicoi County 
Selective Service Board. 

Dr. Ralph R. Braund, Memphis, was recently hon- 
ored by the American Cancer Society. 


Dr. W. E. Scribner, Kingsport, was recently elected 
president of the Tennessee Radiological Society. Other 
officers include Dr. David S$. Carroll, Memphis, vice- 
president; Dr. George K. Henshall, Chattanooga, secre- 
tary-treasurer; Dr. Herbert C. Francis,. Nashville, was 
American College of 
Radiology for the State of Tennessee; and Dr. Walter 
Hankins, Johnson nominated Alternate 
Counselor. 


nominated Counselor to the 


City, was 


TEXAS 


Dr. Dick Cason, Hillsboro, was recently presented 
the annual Outstanding Citizen Award of the Hills- 
boro Junior Chamber of Commerce for his work in 
heading tuberculosis and cancer drives. 

Dr. Ruth Bain, Austin, was recently named by the 
Austin Soroptimist Club as one of four of the city’s 
outstanding women for the year. 


Continued on page 74 
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CLASSIFIED ADVERTISEMENTS | 








FOR SALE—Government Surplus, Medical and Hos. 


pital equipment, very reasonable. Contact A. H. 
Smullian Company, 346 Peachtree Street, N.E., At. 


lanta, Georgia. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


WANTED—General Practitioner. Location near D. (. 
in Maryland. Ninety-five per cent income, office and 
hospital. One thousand dollars ($1,000.00) per month 
with additional percentage. Send information in first 
letter. Contact EJ] c/o SM]. 


LOCATION WANTED—Certified General Surgeon, 
competent in thoracic surgery and endoscopy would 
like to consider opportunities for an active surgical 
practice in a pleasant community where he and his 
family of three small sons may enjoy good living. 
Details available and _ personal 
Contact SR c/o SMJ. 


interview arranged. 


WAN TED—Young 
grossed $25,000, in 1956. Population 1,000. Large trade 


Physician to take over practice 


territory. Twenty minutes to accredited hospital. Con 
tact Dr. O. J. Kirksey, 


Mulberry, Arkansas. 

















To attend the 


51st ANNUAL MEETING 


SOUTHERN 


MEDICAL ASSOCIATION 


November 11, 12, 13, 14, 1957 


Miami Beach, Florida 


ws 
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NOW U.S. SAVINGS BONDS 
PAY YOU HIGHER 
INTEREST— FASTER! 


If you’ve always bought U.S. Savings Bonds for their rock-ribbed safety, their guaran- 
\ ; $ g y; $ 





teed return, the way they make saving easier—you’ve got one more reason now! 

Every Serves E United States Savings Bond you've bought since February 1, 1957 pays 
you a new, higher interest-—34%4% when held to maturity! It reaches maturity faster—in 
only 8 years and 11 months. And redemption values are higher, too, especially in the 
earlier years. 

About your older Bonds? Easy. Just hold onto them. As you know, the rate of 
interest a Savings Bond pays increases with each year you own it, until maturity. 
Therefore, the best idea is to buy the new—and hold the old! 

The main thing about E Bonds, of course, is their complete safety. Principal and 
interest are fully guaranteed. They are loss-proof, fire-proof, theft-proof—because the 
Treasury will replace them without charge in case of mishap. Your Savings Bonds are 
as solid as a rock—backed by the full faith and credit of the United States. 

Maybe you already know about Savings Bonds—as one of the 40 million Americans 
who own them today, or as one of the other millions who have used Bond savings to 
help pay for new homes, cars, or college educations, or to make retirement financially 
easier. If so, this is familiar territory to you—you know there’s no better way to save. 

But if you’re new to the game, find out about Savings Bonds and what they can do 
for your future. Ask your banker, or check with your employer about the automatic 


Payroll Savings Plan that makes saving painless and easy. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America. 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Basic Science—Orthopedics (25 weeks), 


beginning September +, 1957 


Surgical Planing in 


Dermatology October 17-19, 
Tulane Medical Alumni Study 

Club (Homecoming) October 25, 
Cardiology December 2-6, 


Infectious Diseases of 


the Eye January 13-17, 
Legal Psychiatry January 23-24, 
Diagnostic Radiology January 23-24, 
Rhinoplastic Surgery February 3-8, 
Pediatric Orthopedics February 24-28, 


Vascular Surgery 
(bv invitation) March 24-28, 


For detailed information write 


DIRECTOR 


1957 


1957 


1957 


1958 
1958 
1958 
1958 
1958 


1958 


DIVISION OF GRADUATE 


MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 








Continued from page 72 


Dr. Victor E. Schulze, San Angelo, was recently 
elected governor for Texas for the American College 
of Physicians. 

Dr. Vernon A. Tuck, Sherman, was recently elected 
mavor of his home town. 

Dr. Stanley W. Olson, dean of the Baylor University 
College of Medicine, was recently chosen as chairman 
of the Houston Chamber of Commerce Health Com 
mittee. 

Dr. Denton Kerr, Houston, recently became _presi- 
dent of the Texas Medical Association. Other officers 
include Dr. Howard O. Smith, Marlin, was named 
president-elect and Dr. David W. Carter, Jr., Dallas, 
vice-president. 


Dr. Carl J. Carter, Fairmont, was recently named 
superintendent of Fairmont General Hospital. 

Dr. J. Treacy O’Hanlan, Waynesboro, was recently 
presented the Meritorious Service Award for his work 
with the Employment of the Physically Handicapped. 

Dr. T. Hughes Mabry was recently honored on “Doc- 
tor’s Day” for his outstanding service through the 56 
years of vis medical practice. 

Dr. Mary Elizabeth Johnston, Tazewell, was recently 
named to the Board of Directors of the American 
Academy of General Practice. 

Dr. Walter B. Martin, Norfolk, was recently ap- 


Continued on page 76 








THREE Recent CLINICAL STUDIES Attest the UNEXCELLED RECORD of 


GYNBEN 


As MULTIPLE THERAPY in 
VAGINITIS 1. Norris, i Multiple ‘Therapy 


Average Results: 


> 


Bacterial & Atrophic 


Vaginitis 100% 
Monilia 99% 
Trichomonas 80% 


“Haemophilus Vaginalis 
Vaginitis” Good 


Write For Samples 


BENTEX Pharmaceutical Company 


Houston 4, Texas 





R. Yates DILLARD & Company 


Memphis 3, Tennessee 





Vaginitis with I EN, 

South. M. J., 50:351-353 (March) 
1957. 

Gready, T. G., GYNBEN in the 

Treatment of Vaginitis, Mississip- 

pi Doctor, 33:213-14 (Jan.) 1956. 

Tinsley, W. H., Short Term 

Treatment for Trichomonas, 

Monilial and Non-specific Vagin- 


itis, Texas J. Med., 51:5-7, (Jan.) 
1955. 


Copies on Request 


CAMBRIDGE Pharmaceuticals 


Greenville, South Carolina 


KING Pharmaceutical Company 


Montgomery 3, Alabama 
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A RAPIDLY EFFECTIVE 
we. 2 SHORT ACTING HYPNOTIC 


rican 





The unique, slow solubility and gradual absorption 
of SOMNALERT afford excellent metering into 
the blood stream . . . the drug then undergoes ultra- 
eae fast metabolism. First effects can be noted within 
30 minutes of ingestion .. . maximum effect within 
1 to 2 hours. 


Vv ap 


Due to its transient action, SOMNALERT can be 
administered late at night or toward morning, with 
no disagreeable effect when the patient arises — 
no psychic depression, confusion, lack of memory. 


py j Effect upon blood pressure and heart rate minimal. 
h) 























SOMNALERT contains one of the least toxic of 
“4 all barbiturates in proportion to its hypnotic power. 
56. 
rm % Each SOMNALERT capsule contains 


in. (5-(1-cyclohexenyl) -1, 5-dimethyl-barbi- 


in.) turic acid, W-T) 


Indications; Simple insomnia. 





Dosage: One or two capsules before retiring. 








Supplied : Bottles of 100 and 500. 








THE WARREN-TEED 
PRODUCTS COMPANY 
COLUMBUS 8, OHIO 








— : Dallas Chattanooga Los Angeles Portland 
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TO « )XPEDITE 
DIAGNOSIS 





BURDICK EK-2 
direct-recording 
3 tong foley Vi ieliele] 7 yd.) 






Xi {7} The cardiogram, as part of 

Vo '® your regular examination, 
a <i ours) gives you a valuable diag- 
sues nostic record. Your patient 
is spared the inconvenience of seeing an- 
other physician. You are saved the time 
awaiting his report. 

The Burdick EK-2 portable unit combines 
simplicity of operation with exceptional 
accuracy. A flick of the switch gives a clear, 
permanent record. Leads are permanently 
marked. No chemicals, darkrooms, or proc- 
essing are needed. You can make an accu- 
rate diagnosis in minutes. 


The EK-2 is sold through 296 qualified medical supply 
houses throughout the United States. Over 1,500 Bur- 
dick sales representatives are backed by complete 
service facilities for all your Burdick equipment. 


Uiindick 


Literature 
illustrating and 
describing the 
EK-2 will be sent 
you on request. 








THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: CHICAGO * NEW YORK 
Regional Representatives: 
ATLANTA * CLEVELAND * LOS ANGELES 
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Continued from page 74 


pointed as an Honorary Trustee of the Foundation 
of the Student American Medical Association. 

Dr. Frank B. Stafford has recently received the Vi; 
ginia Tuberculosis Association’s Douglas Southall Free 
man award for his thirty-five years of service at Blue 
Ridge Sanatorium in Charlottesville. 

Dr. Armistead P. Booker, Charlottesville, was recent 
ly elected president of the Virginia Pediatric Society, 
Other officers include Dr. Harry D. Cox, Portsmouth 
vice-president; and Dr. Robert H. Cox, Jr.. Lynch 
burg, secretary-treasurer, 

Dr. Charles P. Cake, Arlington, was recently elected 
president of the Virginia Tuberculosis Association. 

Dr. Paul Halter, Alexandria, was recently installed 
for a second term as president of the Mineralogical 
Society of the District of Columbia. 

Dr. Artie L. Sturgeon has recently joined the staff 
of Saint Albans Psychiatric Hospital, Radford. 


WEST VIRGINIA 


Dr. Azby A. Milburn has recently been appointed 
as acting superintendent of Weston State Hospital, 
Weston, by Governor Cecil H. Underwood. 

Dr. Hiram W. Davis, Huntington, has recently be. 
come state commissioner of mental hygiene and _hos- 
pitals in the state of Virginia. 

Dr. Charles A. Hoffman, Huntington, was recently 
named _ president-elect of the Mid-Atlantic Section of 
the American Urological Association. 





NEW ORLEANS 
ACADEMY OF OPHTHALMOLOGY 


The Eighth Annual meeting of the 
New Orleans Academy of Ophthal- 
mology will be held in New Or- 
Roosevelt Hotel— 
24-28, 1958, 


“Symposium on Uveitis.”” The regis- 


leans in the 
February featuring 
tration fee of $75.00 includes as- 
sociate membership in the Academy 
for the year of 1958, as well as all 
other features of the convention. 
Hotel reservations should be made 
early by writing directly to the Ex- 
ecutive Secretary, P. O. Box 469, 


New Orleans, Louisiana. 
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specifically for reduction of overweight 





(brand of phenmetrazine hydrochloride) 


“*...a highly effective and safe appetite suppressant...” 


Based on clinical reports, PRELUDIN produces more than twice the weight loss 
achieved by patients receiving a placebo.? It is singularly free of tendency to 
produce serious side actions, as well as stimulation.'* PRELUDIN imparts a 
feeling of well-being that encourages the patient to cooperate willingly in 
treatment.''3 


The reduced incidence of side actions with PRELUDIN makes losing weight more 
comfortable for the average patient, facilitates treatment of the complicated 
case and frequently permits its use where other anorexiants are not tolerated.3 


Recommended Dosage: One tablet two to three times daily one hour before 
meals. Occasionally smaller dosage suffices. On theoretical grounds, PRELUDIN 
should not be given to patients with severe hypertension, thyrotoxicosis or 
acute coronary disease. 


(1) Holt, J. O. S., Jr.: Dallas Med. J. 42:497, 1956. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: 
Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. 


Pre.uoin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


G E I GY Ardsley, New York 77837 Griyy 
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automatically measured-dose aerosol medications 


Both vial and Oral Adapter for Medihaler preparations 
are improved: The 10 cc. vial for all Medihaler medica- 
tions is now made of shatterproof stainless steel. The 
Oral Adapter is shorter, handier to use. New combina- 


tion package includes Oral Adapter for patient’s first 
1! S HT a prescription. 
Medihaler-EPI* 


a nd other Riker brand epinephrine bitartrate, 7.0 mg. per cc., sus- 
pended in inert, nontoxic aerosol vehicle. Each meas- 
4 ured dose 0.15 mg. actual epinephrine. In 10 cc. metal 
allergic states vial with measured-dose valve. 
Indicated for quick relief of bronchospasm of any 
origin—asthma, bronchiectasis, emphysema. 
Surpasses injected epinephrine in acute allergic re- 
actions. 


Medihaler-ISO° 


Riker brand isoproterenol sulfate, 2.0 mg. per cc., sus- 
pended in an inert, nontoxic aerosol vehicle. Each 
measured dose 0.06 mg. actual isoproterenol. In 10 cc. 
metal vial with measured-dose valve. 

Unsurpassed for rapid relief of asthmatic attacks. 





SMALLER...MORE CONVENIENT...SHATTERPROOF...FOOLPROOF 


ae 
i 


SIMPLER TO USE...RAPID, PROLONGED RELIEF...SAFE FOR CHILDREN TOO 

















The same automatic measured-dose principle which has made Medihaler famous. Always 
spillproof, leakproof; constant dosage. Now also shatterproof, and with sma//er sterilizable, 
unbreakable Oral Adapter. Nothing to pour or measure. Refills available without Oral Adapter. 





7—— The Medihaler Principle 
is also available in Medihaler-Phen™ (phenylephrine-hydrocortisone- 
neomycin) for lasting, effective relief of = 
nasal congestion. : oo) 

Riker, 

\___——_ LOS ANGELES 
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Memphis, Tennessee, Route 10, Box 288 


MD, FACE Alfred D. Mueller, Ph.B., Ph.M., M 
i Clinical Psychology 


AA ar + 

Via Ya c 

) -hala ral , ; D 
ychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to U. S. 
Highway 70 (Bristol Highway) 


RA 


yde, t 


Situated on a ninety acre tract of wooded land and rolling tields, the environment is conducive 
to amelioration of the symptoms of emotionally disturbed patients. 

Modernly equipped with adequate facilities for physical and hydrotherapy, electro-shock, 
and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient. 

The main building and hospital department of the Sanatorium is shown above 


FAIRFIELD 


Our convalescent home is 
located on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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Compazine™ 
Spansu e! 


capsules 
combine the advantages of 


the outstanding tranquilizer and the 


unique sustained release dosage form 









anxiety 
senile agitation 
For prompt, prolonged pre 
a . - es 
relief of mild and 
, tension 
moderate mental and 
, postalcoholic states 
emotional disturbances salem 
characterized by— 8 
confusion 
restlessness 






Q 


g Available: 10 mg. and 15 mg. 


‘Compazine’ Spansule capsules 






Smith, Kline & French Laboratories, Philadelphia 






*T.M. Reg. U.S. Pat. Off. for proclorperazine, $.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


Patent Applied For 


















Ett 


QUALITY / RESEARCH / INTEGRITY 


Each Pulvule ‘Co-Pyronil’ 
provides: 

*‘Pyronil’ 15 mg. 
(Pyrrobutamine, Lilly) 
‘Histadyl’ 25 mg. 
(Thenylpyramine, Lilly) 

*‘Clopane 

Hydrochloride’ 
(Cyclopentamine 
Hydrochloride, Lilly) 


12.5 mg. 


LILLY AND COMPANY °* 


a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.”’ But, to the one aller- 
gic to pollen, this craving is usually easier to endure than 
the penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

‘Co-Pyronil’ combines the complementary actions of a 
rapid-acting antihistaminic, a long-acting antihistaminic, 
and a sympathomimetic. 


INDIANAPOLIS 6, 


758021 





INDIANA, U.S.A. 








ZIRADRYL cream: rotion 


Benadryl® Hydrochloride with Zirconium 


- neutralizes toxins of poison ivy and of poison oak 
- controls allergic process 


- relieves itching 


ZIRADRYL Cream is supplied in l-ounce tubes. 
ZIRADRYL Lotion is supplied in 6-ounce bottles. 


PARKE, DAVIS & COMPANY bDeETRoIT 32, MICHIGAN 





